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8 °.$ b. COUNTY 
54 Carroll RSA Maryland Montgomery 
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2 3 / = d. ote Perel, {If nat in hospital, give street oddress) d, STREET ADDRESS: e pty so 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, ail 0 3 0 § 3 
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1. PLACE OF DEATH 2, USUAL RESIDENCE (Where daceoted lived. If institution: Residence befare odmision) 
NY Carroll MARYLAND ate Mary land b.counTy Carroll 
b. CITY OR TOWN (If outside corporote limits, write |e, LENGTH OF STAY IN 16 || _ « CITY OR TOWN (If oulide corporate limits, write RURAL ond give nearest town) 
RURAL ond give nearest fawn) 4 
Westminster jy Westminster 
&: NAME OF idan {iFnot in hospital, give street address) cd, STREET ADDRESS ; «13 RESIDENCE 
193 Pennsylvania Avenue 193 Pennsylvania Avenue ves C1] Noy 
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Jeremiah Bowersox Amelia Barbara Stengel 
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18. CAUSE OF DEATH [Enter only ane cause per line for (0), (b). ond (c).] 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a! 


s Py 
Ss 
2 = K 1. PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. if islitoion: Residence before admission) 
ae) Ly °. LAND °. 4 b. COUNTY 
Be O pil Maryland City 
3 B. CITY OR TOWN (If outside corporate limils, write | ¢. LENGTH OF STAY IN 1b €. CITY OR TOWN (If outside corporate limits, wrile RURAL ond give nearest town) 
s 8 RURAL and give nearest town) 3 
23 esville 2y 5m 9d Baltimore 5, Md, Vo/- 
o 2£ _ d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
a /S OR INSTITUTION id ‘ON_A FARM? 
> % - Sta 915 _H yes (] No £9 
= 5 Fint Middle lon” A Month Doy Yeor 
3 {Type or print) 4 Ve neal _ Brown DEATH 3 22 1958 
so 5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR[IF UNDER 24 ARS. 
= ~21-33 last birthday) Min. 
i” Fem W wioowen &} —_—bivorcep [] 4~21 
a. 100. USUAL OCCUPATION (Give kind af work done] 10. KIND OF BUSINESS OR INDUSTRY]11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
me 8 during mos! af working life, even if retired) 
23 kousewife at home Ohio U.S.A 
Bs 19. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
8 , ad 
@ G Watkins Mary Snyder 
£ 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
5 {Yat, no, oF unknown) {H yen, give wor or dates of service! 
© no efi ye 
3° 
g 
we 
« 
s 
= 
= 


INTERVAL BETWEEN. 
ONSET AND DEATH 


x 


UB 

a . DUE TO 
Conditions, if ony, which 
gove rise to immediote | 1, 


couse (0), stating the under: 
lying couse lost, 


{e) 


CTOR: After this certificate has been signed by the ottending physician and campletely filled i 


‘Zc. NAME OF CEMETERY OR CREMATORY 


may be re; 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the deoth certificate be executed within 24 hours ofter death: Page 4 
page 3 shau 


‘2Zo. BURIAL, CREMATION, ‘Wb. DATE THEREOF 
REMOVAL (Specify) 
Buri. 26/58 


- 
= 
S 
HH 
ge 
Es 
‘Ac 
Scee 
Re S iS a f por Jt: OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)] 19. eee 
RBrs 21 4eOx i Sy : : ” 
38 3|C.B.S. assoc. with cerebral arteriosclerosis, withipbghnse¥eltaiusion | wo Nom 
ed 3 § = 20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Port It of item 18.) 
5 a & | OR CONTRIBUTING [1] CAUSE OF DEATH 
sees © | UF EITHER, NOTIFY MEDICAL EXAMINER) 
s f : 
o585 & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Hame, farm, 1 20F. (City ar town) (County) {Stote) 
5.2 85 8 har Lesh. ees Re rte foctary, street, office bldg., etc.) | 
3 : § = pom. 1 lot work [J at work [J ' 
$ es 21. | certify that ! attended the deceased from_____ L0=13=—__, 19.35, to________. B=22— 1958 that Iilast saw the deceased 
2. " 
4 % 5 alive on =ee=e eS Lis pen and that death accurred ot. 230 PM, fram the causes and an the date stated abave. 
I 3 Fe ADDRESS (Street, city or town, state) DATE SIGNED 
a e ACTUAL * * : 
B85 } | [senator wo. Springfield State Hospital 3222248 
a 
s 5 PHYSICIAN'S ‘ "4 
= NAME (Type)__Edimind sthaus MD, _ = Sykeavi les Maryland. 
D> 
Ki 
£ 


24q. REC'D BY REGISTRAR 


72d. LOCATION (City, tawn, or county) {State) 


enOurni€ ute 


‘2db-REGISTRAR'S SIGNATURE 


TT? (ET de WAR2 6 "58 US aah 


= 
25 

* 

4 ‘ 


ie 
| 5 ‘At 
ie 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
3108 CERTIFICATE OF DEATH np nastoren 


~ 
prate 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
8 8. °. a. b. COUNTY 
bye ae Carroll ewe 3 Maryland Baltimore 
= Be b. CITY OR TOWN (If outside corporole limits, wrile | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (IF oviside corporote limits, write RURAL ond give neorest town) : 
g 53 RURAL ond give neorest town) v 
2 enryton 3L Baltimore 
2 o 2 d. NAME OF HOSPITAL (if not in hospitol, give street oddress) d. STREET ADDRESS e. tS RESIDENCE 
‘cS 3 /) OR INSTITUTION ON A FARM? 
~~ t Henryton State Hospital 309 Avondale Road ves 1]_No Gt 
2 2 6 3. NAME OF First Middle lost 4. DATE Month Doy Year 
x rs re 7 
ay 2 3 {Type or print) Estelle Ma Burks Gl 3 4% 31 1958 
fe) iyo 5. SEX 6, COLOR'OR RACE |7. MARRIED] NEVER MARRIED [] | ® DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
5 ne F * los birthdoy) [Months] Doys | Hours] Min. 
See Female Negro wIDOWwED (] DivorceD [] May 10, 190L 56 ys. 
2 3 at 109. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 os luring most of working life, even if retired) 
Es during f working lif if ceti 
3 Bes Teacher School Ridgeway, S. C. USA 
poe 2/6, 1. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
© Soo 2 
oe wise 7- NS dames McKa Amanda Commander 
3 = 3a 3 iS. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= a E oA Yes, m0, oF unknown} {It yes, give wor or dates of service), s 
& PER No Edward McKay Miller - 309 Avondale Road 
soe 
. 28 | [iB CAUSE OF DEATH [Enter only one couse per line for (o}, {b). ond (c}-] INTERVAL BETWEEN 
3 2a PART I. DEATH WAS CAUSED BY: 5 pea ca eo 
eg os bs IMMEDIATE CAUSE (0), 2 estive hypertensive arteriosclerotic 
o St _ 

= ££5 Ig ee araLovascuiar Seasee 
~ fee LA, 7. DUE TO. 
Se , " 
Be es Conditions, if ony. which wChronic Renal insufficiency & Diabetes Mellitus 
aoe ° gove rise to immediote Fr 
5 58-5 couse (0), stoting the under. ( DUE TO . 
Se%sP lying couse lost. «9 Pulmonary Tuberculosis 
£624 tyingicouse lost. 
z ao 3 5 Y a Pas Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io) | 19. Gitconvenen! 
S05 ole Waley) 

£33 < OK xX ves] no] 
2 o0)26 G AS aX 
z 2 y 
aor 2 & = | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 18.) 
o55 70. & | OR CONTRIBUTING [J CAUSE OF DEATH 
Zeees % | WE EITHER, NOTIFY MEDICAL EXAMINER) 
Sages & ]20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stotey 
Z 5.2 9s = Have. Pan While Not while foctory, street, office bldg., etc.) t 
ase? = p.m. 19 ot work [] ot work 1] ' 

aes , 
Bete 21. | certify that | attended the deceased from Febe 28, 19.98 toflarch 31 1928 that | lost saw the deceosed 
rere : 
ea z % 5 olive on. March 315... 195 , and that death accurred ot 15h. M, fram the causes ond on the dote stated abave. 
a2 . 
e264 ¢ Z ADORESS (Street, city or town, stote) DATE SIGNED 
E>ese Hol 4 
<26 0 ACTUAL 3 ow : hO7, Fc 7 
| 35 SIGNATURE. MW. Say, mo. ...denryton, Maryland Bt om 

0 6 

Pe 3 PHYSICIAN'S 
seaes ! NaME (Typ) Edgars M. Maculans, M. De, Supt. 
BS8°Oo “Fo. BURIAL, CREMATION, | 226. DATE THEREOF (Store) 
O.5 8° FEMOVAL (Speci X 
pa bee Weft, 
GS Ss 23, FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 24a. REC'D BY REGISTRAR 


ae ie LOLA 


DATE BPR 1 


OZ, 


3 ‘A nvaane 


d MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
dV 3109 CERTIFICATE OF DEATH 3. U8C86 


se 
3 =: t oes OF DEATH a Near pee eave (Where deceased lived. If institution: Residence before admission) 
$3 i Carroll MARYLAND || ° Ma. b. coun’ Baltimore id 
3 b. sad des (if Saeed corporote limits, write | ¢. LENGTH OF STAY IN Ib. ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
s ne uae “a Reisterstown : 
3 d. NAME OF HOSPITAL (IF not in hospital, give street oddress) d. STREET ADDRESS: e. 1S RESIDENCE 
—— OR INSTITUTION B ON A FARM? 
~~ Williams Nursing Home 603 Beverly Road ves (] NODE 
. 3. NAME OF First Middle tos 4. DATE Month Day Yeor 
DECEASED OF 
(Type oF print) Agnes RE. Catterson baruMarch 24,1958 19 


IF UNDER 24 HRS. 
Hours Min. 


5. SEX 6. COLOR OR RACE |7. maRRIED [] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yoors [IF UNDER 1 YEAR 
Oy Faly 29,1870 — |” Ripon! oats) bon 
Female White |wirowen pivorceo [] ’ ys, 


Wa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


€ during most of working life, even if retired) 

4 Housewife Penna Sic 
s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

¥ Nathan R.Jewett Salome VanHusen 


haul 


y fase ak a U.S. ty pre ore 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
“Hite ae 212-14-3505 Mrs.Guy Lewis,Reisterstowm,Md. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-} INTERVAL BETWEEN 


7 f 
_ ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: “h. * ; 7 wel 
IMMEDIATE CAUSE (0) y 2 leat 2 SO 9932145 


21424 


“ DUE TO 


Then please remave carbon papers. Pages ! ai 


Conditions, if ony, which ) ( wa OMe 24 
gove rise to immediote F 

couse (0), stoting the under. { OVE TO ie, ma / =r /} 

lying couse lost. tc LAREV Two At ba. Mf & S Liki A ay 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO CEATH BUT NOT RELATED TO THEAERMINAL DISEASE CONDITION GIVEN IN PART 1(0}) | 19. vege AUTOPSY 


'ERFORMED? 
yes(] NO] 
200. ACCIDENT WAS UNDERLYING []__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port { or Port Il of item 1B.) 
OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour. n. While Not while foctory, street, office bldg., etc.) . 
p.m. W fot work [J ot werk [J An 


21. | certify, that | attended the deceased fram, <£¢¢ Ml hbo. 62, WB dthat | lost saw the deceased 
alive on// Mach Ze, wk, and that death accurred ati. 42M, fram the causes and an the date stated abave, 
Af ; (ADDRESS (Street, city or towh, atote) Z L DATE SIGNED 


ean f cat 


MEDICAL CERTIFICATION 


CTOR: After this certificate has been signed by the attending physician and campletely fifled i 


by the hospital ar attending physician. 


be detached far use as the burial-transit permit. 
the registrar prior to burial, cremation, ar remaval, and in any event within 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter death: Page 4 


sl | va 
. "| Tetrysictanrs f 
eae NAME (Type] ee es we ee FL 
2yo io. BURIAL, CREMATION, | Zab. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stote) 
B22 REMOVAL (Specify) M 
Bee R = Mavens g| Moreland Memorial Park Baltimore County,Md 
- 73. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 240, REC'D BY REGISTRAR | 24b. REGISTRAR’S ml es 


VS. A15 (4) J.F.Eline & Sons,Reisterstown,Md. OMe eye: f 


pra 


FREY, 


SX mvauna 


* ok 
a 


rat 


7 qu 
eYuueciv’o™~ 


N 


4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 .. . 
CERTIFICATE OF DEATH vos. vit OE 


und 


ge tt at = 
3 uS ¥ PLACE OF boa Uh USUAL, RESIDENCE (Where deceased lived. If inslitution: Residence before admission) 
& a. oO b. COUNTY 
38 Carroll yee Maryland 
. rf b. CITY OR TOWN [IF outside corporote limits, write | ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN {if outside corporote limits, write RURAL ond give nearest town) 
5 RURAL ond give nearest lown) 1 By a 
Se Henryton, Maryland ays Baltimore ‘ 
2 2 an 
= 2 d. NAME OF HOSPITAL (If not in hospital, give street oddress} d. STREET ADDRESS @. 1S RESIDENCE 
2 
._~ res ee ‘OR INSTITUTION / ON A FARM? 
> 3 He on State Hospital 607 W. Fairmount Avenue yes Tj NO) 
=o 3. NAME OF Fit Middle lost 4. DATE Month Doy —Yeor 
3 (Type or print) Theresa Lyles Clanton DEATH 3 19 58 
° 5, SEX 6. COLOR OR RACE | 7. MARRIED EE NEVER MARRIED [J | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
= lost birthdoy) Doys | Hours Min, 
2 Female Negro |winowen_pivorceo 1-1-1896 62 
& \ 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INOUSTRY| 11. BIRTHPLACE {Stote or foreign country) V2. CITIZEN OF WHAT COUNTRY? 
o \ during most of working life, even if retired) 
Lge , Domestic Hotel Ol: Maryland USA 
3 4 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
9 
: Thomas Lyles Sarah ? 
o 1S. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
5 (Yes, no. or unknown) {It yes, give wor oF dates of service) 
: No Theresa Clanton = Patient 
8 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
a PART I. DEATH WAS CAUSED BY: cy ‘ 
§ IMMEDIATE CAUSE (o)_ Cardiovascular insufficiency 
2 
- DUE TO 
Conditions, if ony, which Far advanced cavitary Pulmonary Tbe. with pleuri 


gove rise to immediote * 
covte (0), stoting the unde. ¢ CUETO and effusion. 
lying couse lest. e 


< 
5 
a ra Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) |19. Was AUTOPSY 
= = 
& ied yes] not] 
2 = 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port I or Port Il of item 18.) 
= & | OR CONTRIBUTING C1 CAUSE OF DEATH 
. & {I EITHER, NOTIFY MEDICAL EXAMINER) 
° & |20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City ar town) {County} {Stote) 
S ray Hour 0, m, While Not while foctory, street, office bldg., etc.) | 
2 pom. 19 Jot work [7] of work ([] 


March 14 19.58 jthat | last saw the deceased 


21. | certify that | attended the deceased from. Febe 23, 19.53, 


ECTOR: After this certificote has been signed by the attending physicion and completely filled i 


page 3 shoufd be detached for use as the buriol-tronsit permit. 


3 i$ 

5 alive on_March J ae 19.58, and that death accurred abd. 2 Yefram the causes and an the date stated abave. 
= € Z % 2 ADDRESS (Street, city or town, stote) DATE SIGNED 
> baa, VA. DW adiyl ews ' 

: 16 £5. Case aryl 


a 


‘A é 
taney Edgars M. Maculans, M-D., Supt. 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The law requires tho! the deoth certificote be executed within 24 hours ofter death: Poge 4 
the registrar prior to burial, cremation, ar remaval, and in ony event within 72 hours after death. 


° 
¢ 
4 
3¥ No. RIAL Cre TION, 2b. DATE THEREOF. we ‘OR CREMATORY 72d, JOCATION (Ci } aE county) {Slote) 
>> ¢ i a ixaa ve 
2 fomocata TF, EH | 7 fp en ie, 
~~ 2%, FUNERAL DIRECTOR'S SIGNATURE ADORESS ——Hey ‘Qho. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
ce Wide AB mnAL , 
tens ‘ Va ADA atte fj io DATE Ve 


MAL ja 


$A nveund 
n UV 


f~, 
Nits 


f\ + 


Yd Wucie 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
3111 CERTIFICATE OF DEATH 038088 


Reg. Dist. No. 
1 muha DEATH 2 Some (Where deceased lived. If institution: Residence before admission) 
°. 


oe 4 ©. b. COUNT; 
MARYLAND 
A i Mm. PARROL L 
b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWD! (If outside corporote limits, write RURAL ond give Nearest town) 
R rhe ‘ond iW neorest town) { = a, ; 
KEL. NSTE oP PAV (ef ya = 


da LA OF her If not in hospital, give street address) d, STREET “CO f je. 1S RESIDENCE 


OR INSTITUTION : 2 £22. ei if im VA E ULAVE| Sey 


3. NAME OF First Middle 4 oe Month Day 


ftom AE EGERTp Lor | oo TIATeH yo wee 


5. SEX S_COIOR OR RACE 17. MARRIEDE] NevER WARRIED [J8, bate oF int 9 AGE (in yeas “TE NO YEAR IF ms 
ionths] Days Min. 
y wipoweo [1] ovoreo Ot VAI 27. /F 2 Q Suen ei 


100. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during mest of working life, even if retired) 
? M4 p.- S, 


13. FATHER'S NAME ina eons MAIDEN NAME 


} KB. EQERTOR Po wle 


1S. WAS DECEASED EVER IN U: S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17, INFORMANT Address 
fer, 10, oF snknown) IE yes, give wer or dates of service! eZ 2 Ci7 f “Yy Ve. 
bacco! 24. 053050 AH Dioy we 'steumes ie A! 


INTERVAL BETWEEN 
ONSET. DEATH 


mad 


should be filed with 


ote 


he funerol directar, 


+ 


Poges J on' 


th. 


PART I. DEATH WAS CAUSED BY: 
R2Ary IMMEDIATE CAUSE (o} 


thot the death certificate be executed within 24 hauzs offer deoth. Poge 4 
Then please remove corbon papers. 


Conditions, if any, which 
gove rise to immediote 
cotse (0), stoting the under: 
lying couse lost. 


Baer Il. OTHER SIGNIFICANT CONDITIBNS CONTRIBUTING TO DEATH BUT\NOT RELATED TO THE TERMI tax CORD) NONI GIVEN BNE PARTIT(S) | VAR es 
D 
ON 0 


: R 
Que en USF pa ¥ 


05. ACCIDENT WAS UNDER! | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port It of item 18.) 
OR CONTRIBUTING LC] CAUSKOF DEATH 
(IF EITHER, NOTIFY MEDICAL E 


0c. TIME OF INJURY Month, Dey, Year [20d INJURY OCCURRED ]20e. PLACE OF INJURY (Home, form, 120F. (Cily or town) (County) Stote) 
Hook oR nite? cae hen te foctory, street, office bldg., etc.) | 
Pam. 19 Jot work [7] of work ' 
21. | certify that t attended the deceased ah Vs la a; =e WnOA 19. 1X5S that | last saw the deceased 
ed a! 


alive of_Y_V_\ sj, 220_, rey that Beal occur , fram the causes and an the date stated abave. 
S§ (Street, city or town, stote) DATE SIGNED 


jires 


MEDICAL CERTIFICATION, 


by the hospital or attending physician. 


ACTUAL 
SIGNATUR! 


RUVSICIAN'S (=a i 
as: DATE THEREOF Zc, NAME OF CEMETERY OR CREMATOR’ ‘72d, LOCATION (City, town, or county) {Stote) 
pecit f 2 = = 
15-1985 9 \CpeE7ZN May Ei LsAL TO ie 
RE f 


Ss) on JAR'S SIGNATURE 
TY TAR LA, 


. 
2 
= 
2 
= 
Q 
iS 
S 
8 
So) 
e 
i) 
¢ 
2 
oe 
es 
£ 
a 
> 
= 
3 
e 
= 
c] 
° 
= 
s 
a 
E 
+3 
C 
° 
3 
oi 
i] 
2 
2 
ro 
. 
S 
8 
a 
g 
< 
a 
4 
PA 


the registror prior to burial, cremation, or remaval, and in ony event within 72 hours oftey 


poge 3 should be detached for use os the burial-transit permit. 


moy be re 
TO FUNERAI 


__ TO HOSPITAL OR ATTENDING PHYSICIAN: The law requ 
S 


Z 


S$ “A NvFand 


ii 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 J3()S9) 
3112 CERTIFICATE OF DEATH 


ein 


\ 


Reg. Dist. No. 


\ 


sz 
3 4: us oor DEATH 2 ere a aed (Where deceased lived. If institutian: Residence befare odmissian) 
° a. 
= z Carroll MARYLAND: Ma. PCO Baltimore 
. ra b. CITY OR TOWN (if outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest tawn) / 
oo i RURAL and give nearest tawn) ; Vv 
aS Finksburg Reisterstown O3Kk 
+3 a d. entstes er eps {If nat in hospital, give street address) d. STREET ADDRESS e. Sek PAB 
aed a IN! U 
. illiams Home 35 Westminster Road ves ENO LE 

fd a. ous First Middle lost 5 oo Manth 34 Yeor 

e EE) Virginia Jennie  Eierman ban March 5,195 19 

S 5. SEX 6. COLOR OR RACE |7. marRiED [] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 

i= gan Hours Min. 

Female | White |wiooweopy  ovorceo) | March 5,1866 


12. CITIZEN OF WHAT COUNTRY? 


U.S. 


10a. USUAL OCCUPATION (Give kind af work dane} 10b. KIND OF BUSINESS OR INDUSTRY i BIRTHPLACE (State ar foreign country) 


during most of working life, even if retired) 
Housewife Maryland 
14. MOTHER'S MAIDEN NAME 


13. FATHER'S NAME 
John W.Lawson Oharlotte. Baublitz 
17. INFORMANT 4 Address 


tes WAS: 1 ee a U.S. NES a 16. SOCIAL SECURITY NO. 
fes. no. or unknown), {IF yes, give wor or dotes of service} 

| 212-05-6266D Mrs.Melvin Ramsburg,Reisterstown,Md. 
18. CAUSE OF DEATH [Enter anly one cause per line for (a), (b}, and (c)-] INTERVAL BETWEEN 


No 
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE in _frerrea. a 


4 DUE TO 


condi ns, if any, which » AbetncbedE Cy VY Dézeece. 


gave rise ta immediate 
couse (a), stating the under. ( DUETO 
lying cause lost. © 


bend 


Then pleose remave carbon papers. 


quires that the death certificate be executed within 24 haurs ofter death’ Page 4 


ADDRESS (Street, city or tawn, pes 


PHYSICIAN'S - q 

Nanette ARTI W EF. STA0 BEL pass paren ee le eee PS 
‘2a. BURIAL, CREATION. 22b. DATE THEREOF ‘@2c. NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, tawn, ar county) (State) 

REMOVAL (Specify] 

: ‘ March g ahinataaed ) Omels Carroll County,Md. 


‘ 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘24a. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNAT RE 
tm 10/5? J.F.Eline & Sons,Reisterstown,Md. omeMAR 7 58 | (Qt eared 


ECTOR: After this certificate has been signed by the attending physician and completely filled 


€ 
& 
ices 
285 z. Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1()]19. WAS AUTOPSY 
hos is 
£45 < ves] No 
aye = | 200. ACCIDENT WAS UNDERLYING, | 202. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port I or Port IT af item 1B.) 
= & | OR CONTRIBUTING C CAUSE OF DEA 
eo & | Gr einer NOTIFY MEDICAL EXAMINER) 
3 &§ ]20c. TIME OF INJURY Manth, Day, Yeor | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Hame, farm, 1208. (City oF town} (Caunty) (State) 
g 6 Hour a. m. While Nat while foctary, street, affice bldg., etc.) | 
E = 1m. 19 [ot work [ot wark i 
: = p 
5 21. | certify that | attended the deceased from ere wot, to LYiitch 3 _., 193 that | tost saw the deceased 
sg . 
3 olive tes <eaeS WSR, and that death occurred at 4Q_At* M, fram the causes and on the date stated obove: 
3 
ov 
° 
a 
4 


& 


page 3 sh 


the registrar prior to burial, cremation, ar removal, and in any event within 72 haurs after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low re 
may be re; d by the hospital ar a! 


TO FUNER. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 3 590 
3 CERTIFICATE OF DEATH 


Reg. Dist. No. 


ay 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If instltution: Residence befare admission) 
Fd @, COUNTY oe. STATE b. COUNT: e a 
oe Carrel) Maryland Baltimore City  ¢ 
. $ b. CITY OR TOWN (If outside corporote limits, write |c. LENGTH OF STAY IN 1b ||. CITY OR TOWN [if outside corporate limits, write RURAL and give nearest town) 
s RURAL ond give nearest town) 
23 ] l_ month 24 dais Baltimore City 4 
28 _.. [Ta NAME OF HOSPITAL (iF not in hospital, give street address) J. STREET ADDRESS @. 1S RESIOENCE 
“Sel j/ + OR INSTITUTION ON A FARM? 
& ingft akevood Avenue vs No) 
6 3. NAME OF First Middle Lost 4. DATE Manth Doy Yeor 
3 (Type or print) Anna Mary ETMANSKI DEATH March 4 19 58 
e 5, SEX 4. COLOR OR RACE [7. MARRIED [] NEVER MARRIED [[] | 8. ATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Fy . ‘ last birthday) [Months| Doys | Hours Min, 
/ Female Waite  |wicoweo Divorced ] 6-19-66 QL ors. 
10o. USUAL OCCUPATION (Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country} Vz, CITIZEN OF WHAT COUNTRY? 
- Peland U.B A. 
14. MOTHER'S MAIDEN NAME 
Etmanski Mary 


4 WAS Penegere siteoie. U. S. ARMED pee 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
‘84, no, OF unknown) {if yes, give wor or datas of service) e 2 ” 
~ | - - Springfield State Hospital Record 


18, CAUSE OF DEATH [Enter only one couse per line for (a), (b). and (c).] 


PART T OEAT EH NEBIATE CAUSE ol Arteriosclerotic heart disease 


QUE TO 


INTERVAL BETWEEN 
ONSET AND DEATH 


Years 


Then please remove carbon popers. 


Conditions, if ony, which (b) Generalized artoriosclerosis Years 
gove rite to immediate 
couse (0), stoting the under. ( SUE TO 
lying couse lost. a 
Pant Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL OISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
B associated with senile brain disease, with psychoti e jon “sO NOR 


The law requires thot the death certificate be executed within 24 hours ofter death. Page 4 


ate hos been signed by the attending physician ond completely filled i 


B " 

200. ACCIDENT WAS UNDERLYING 1) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 18.) 
OR CONTRIBUTING C) CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION. 


: 20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or tawn} * (County) (Stote} 
a2 Hour 0. m. While Not while factary, street, office bldg., etc.) | 
a = nt 19 fot work [J of work t 
fe 21.1 certify that | attended the deceased fram January 10,_, 1958., to. March A... 19. 58.that | lost saw the deceased 
a alive an. March A, _ 255 BM, fram the causes and an the date stated above. 
x 2 ADDRESS (Street, city ar tawn, state} DATE SIGNED 
) J : s . 

2 SEuAtune Ly eto! | wo. ..... Springfield State Hospital. 3/4L58. 


nS 


page 3 shou'd be detached for use os the burial-transit permit. 


MAACNS Dr. Edmund Lusthaus S 


220. BURIAL, CREM. 
REMOVAL [55 


the registror prior to burial, crematian, or remaval, and in ony event within 72 hours ofter death. 


may be re! 


‘2b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY Wd. LOCATION (City, town, ar county) (State) 
Buria 8-58 St. Stanialaus Dundalk Ave. Md. 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘Zag. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


VSI 4) John J. Duda 2829 Hudson St. 24, Md- [os MARI 1 ‘58 “f 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


TO FUNER 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
3114 CERTIFICATE OF DEATH eck sciseanae 3091 


< ,}- 
= MN 1, pO eae 2. USUAL peas (Where deceased lived. If institution: Residence before admission) 
°D sb o. b, COUN 
3 Carroll oes Maryland Carroll 
3 2 b. CITY OR TOWN (If outside carporate limits, write [¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
& RURAL ond give nearest town) r A 
ae Rural--Mt,. Air 2 yrs (__Rural--Mt, Airy 
ea 2 = d. pan cas aa {IF not in hospital, give street oddress) fd. STREET ADDRESS re 
> es ‘ Braddock Rd. YER) NOL] 
a 2. art ots First Middle lost 4. Pipe Month Day Yeor 
Desens) GRACE JANE FARVER cerH = =MARCH 18 1958 


3. SEX & COLOR OR RACE [7. mannieD BQ Never MaRRIED [] ]®. DATE OF BIRTH 9. AGE fin yoors [IC UNDER. VEARTIE UNDER 24 HS, 
female white wipoweD [] orvorceeof] |Dec.e L , 1884 bias: yn. ES 


10. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stole or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


housewife home Maryland U.S. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Ephraim B. Condon Ruth E, Penn 
(Yas, no. oF unknown) (IE yes, give wor oF dates of tervice) 
no none Robert T. Farver, Same 
18. CAUSE OF DEATH [Enter only one couse per line for (0), {b), ond (c)-] INTERVAL BETWEEN 
PART I. SEAT MCLANE CAUSE fo (Ge dca é if ‘sae Aden bere 


Then please remave carban papers. Pages | a 


DUE TO } : GOL 
Conditions, if ony, which Akt, Math leber, Corbah Zu 2 D 


gove rise to immediate 


cause (0), stoting the under. ( DUE TO A 4 ‘ FS 
lying couse lost. 9 He Be 7 bes Chaenes A 19 Pere 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ia} | 19. BO la 


De 
yes] no] 
20a. ACCIDENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part I! of item 1B.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
}20c. TIME OF INJURY Month, Day, Year } 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County) (State) 
Hour on. While Not while foctory, street, office bidg., etc.) | 
p.m. 19 fat work [] ot work [] : 


21. | certify that_l attended the deceased from,___/).2-¢- WIL, to AD PHLE, 195% thot | last sow the deceased 


olive on___19 22 ¢. Reccwe, wIF__, ond thot death occurred ot.2/.70 AM, from the couses ond on the dote stoted above. 


‘ “ ADDRESS (Street, city or town, stote) DATE SIGNED 
Mine eg OWRD Tt 
Mo. BURIAL CREMATION, | 2. DATE THEREOF ‘ic. NAME OF CEMETERY QRROREMATORY 2d. LOCATION (City. town, or county) (State) 
BURTAY” | 3-22-1958 Taylorsville Carroll Co, ,Maryland 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. (' ia SIGNATURE? 


M, Waltz, Winfield ,Maryland care | MAR2 6 '58 A esas 


MEDICAL CERTIFICATION 


: After this certificate has been signed by the attending physician and campletely filled i 


by the haspital or attending physician. 


ECTOR: 
be detached far use as the burial-transit permit. 


the reglstrar priar to burial, crematian, ar removal, and in any event within 72 hots after death. 


‘© HOSPITAL OR ATTENDING PHYSICIAN; The low requires that the death certificate be executed within 24 haurs after death: Page 4 
may be A 
page 3 sha’ 


TO FUNER: 


& 
VS Al5 (4) 
¥ 


= 
2 
& 


nll 


e funerol directar, 


hould be filed with 


*. 


ate hos been signed by the alfending physician ond completely filled i 
popers. Pages | on! 


The law requires thot the death certificate be executed within 24 hours ofter death: Poge 4 
Then please remove 


g physician. 


id by the hospital or 
ECTOR: After this ce 


“i 


poge 3 shoud be detached for use as the burial-transit permit. 


may be ref 


© HOSPITAL OR ATTENDING PHYSICIAN: 
TO FUNER. 


ath 


rr 
= 
iene 
BS 


Mi 


th. 


baal 


the registrar priar to burial, cremotian, or remavol, and in any event within 72 hourf ofter 


ey 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


3115 CERTIFICATE OF DEATH 03692 


Reg. Dist. No. 


1 PLACE OF DEATH ra USUAL RESIDENCE {Where deceased lived. If institution: Residence before odmission) ie 
* Carroll MARYLAND || ° Maryland b. COUNTY Montgomery Coun 
b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN ([f autside corporate limits, write RURAL and give nearest town) 
RAL reer ac neorest town) Sal 5 

Syke ear,15 days ver Spring a 

d. NAME OF HOSPITAL (If nat in hospitol, give street Byes d. STREET ADDRESS @, 1S RESIDENCE 
ON A FARM? 

Springfield State Hospital, 12915 Georgia Ave. ves LE] NO 


3. NAME OF First Middle Lost 4, DATE Month Year, 
DECEASED Hallie Cowell Ford oF te (8 
[iF UNDER 1 YEAR] 


5. SEX 6. COLOR OR RACE |7. MARRIED EJ NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (In yeors IF UNDER 24 HRS. 
-8-9 Jost birthdoy) ie 
Female White wivowen () —soivorceo [] = yes. 
100. partes no (ree kind Fs) arena 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
luring mast of working life, even if retir a 
Hous toy FAtC— Virginia U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Sylgester Cowell Flora 2 
15. WAS DECEASED EVER IN U. §. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
{Yes, no, oF unknown) (0 yes, gve wor or dotes of rervice) 
Unknown, Unknown. Hospital records. 
18. CAUSE OF DEATH [Enter only one couse per line for (a), (b). and {c).} INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: Al: heimer's disease ears: hil 
oe IMMEDIATE CAUSE (0) Z ye ° 
Gondvicryy Higtys which * Rheumatic heart disease Years, 


gove rise to immediate 
couse (a), stoting the under. ( DUETO 
lying couse lost. (o. 


ra Past tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. pede 
5 Presenile brain disease with psychotic reaction vs] NOC] 
iS 200. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port 1 or Part Il of item 1B.) 
& | OR CONTRIBUTING D) CAUSE OF DEATH 
U [UF EITHER, NOTIFY MEDICAL EXAMINER) 
& |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20F, (City or town) (County} (tote) 
rt Hour o. m, White Narwhile factary, street, office bldg., Og 
3 p.m. 19 fot work [7] ot work [J H 
l= 7 3= 16 6 
21.t eg that | attended the deceased fram,_..3°. es » 19.24... NOSE re ee ses , NOZE ithat U last saw the deceased 
alive an__2=__ Bl 6 = See Falk, 8 and that death accurred adel Poy, fram the causes and an the date stated abave. 
7 


; ; ADDRESS (Street, city or town, stote) DATE SIGNED 


Fy ted iin i State Hospital 3~16~58 


Tame (tyes) / Agustin del Campo, Hde 


Tro. ay CREMATION, y sy ose Zc. NAME OF CEMETERY. CATION (City, toyny or caunty) {Stote) 
poral Gpetity) ¢ ae 
rd 
yas 
23. we z 7 wh ya 


| 240. BEAMS By dec thar fz. GlsTRaRs, sGHATURE 


Ce, “| pate 


within 72 hours after death. 


. 


£ 
ad 
2 
° 
i 
g 
© 
° 
Py 
6 
ry 
€ 
5 
s 
3 
3 
5 
eo 
és 
re 
He 
a 
= 
5 
o 
o 
vv 
2 
7 
2 
2 
Hy 
7 
2 
6 


execute ty 
4 should 


€ 
4 
° 
a 
= 
Fa 
5 
2 
5 
a 
° 
3 
° 
2 
> 
3 
z-) 
oy 
3 
oO 
%S 
o 
© 
S 
° 
é 
2 
° 
= 
iv) 
a 
= 
a 
* 
< 
«x 
& 
2 
&} 
2 
°o 
= 


YS. AISME 
BM 2/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 3 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 0 693 


Reg. Dist. No. 


r. = 
31t6 2. USUAL RESIDENCE (Where deceosed lived, If institution: Residence before admission) 


Carrell marrtano || ° SE Maryland COUNTY Balto.City _ 


b. CITY OR TOWN fit outside corporate limits, write RURAL ¢. LENGTH OF STAY IN tb ¢. CITY OR TOWN {If outside carporote limits, write RURAL ond give nearest town) 


ond give nearest town) 


Sykesville 26 yrs.9mose Baltimore Val. 


We = >> 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADDRESS @. IS RESIDENCE 


ON A FARM? 
Springfield State Hospital _| 1721 Covington St, 


3. NAME OF First Middle lest 4. DATE Month 


DECEASED J OF 
{Type oF print Winifred E. FRANCE ceams = March ; 
6. COLOR OR RACE |7. MARRIED [_} NEVER MARRIED [JE 8. DATE OF BIRTH % AGE (im yeon [IF UNDER TEAR] IF UNDER 24 HES. 
oat birtheoy} aa ae 
White [wow —_oworceoQ) | January 29, 190k AS eae ee oe 


10a. USUAL acy (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE E (Slote ‘or foreign country) - CITIZEN OF WHAT COUNTRY? 


during most_of warking life, even if retired) 
Bun: die wrapper - Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Charles A. France Mary BE. Harvey 


Zio. BURIAL, CREMATION, |27b. DATE THEREOF be NAME OF CEMETERY OR CREMATORY ‘24d. LOCATION (City town, oF county) (Stote) 


15. WAS DECEASED EVER IN U. 5. ARMED FORCES? [* ‘SOCIAL SECURITY NO. a INFORMANT ‘Addren 


LMT y | ee a Springfield Hospital Records: 


18. CAUSE OF DEATH [Enter only one cavie per line far (a), (b), ond (c).) INTERVAL BETWEEN 
oo tts EER _ Septiceia 7 Weeks __ 
4 7 G DUE TO 

Conditions, if ony. which wo, Cellulitis of neck and buttocks Weeks _ 


gave rise ta immediate couse 
(0), slofing the underlying (A2XDOD 
couse lot, «___Bronchopneumonia 


ER ae IFICANT CO! TONS CONTRIBUTING TO DEATH 8! woe ae ‘O,THE TERMINALDISEASE CONDITION GIVEN IN PART Ifo}]19. WAS. ‘AUTOPSY 
Sefifhophre PSS ELON Nebepaenre EP Pee Tce eee ORE SONS Pee Ee y |!” PeRronMco? 
le ag Ks Maa Te ETE 

men INAL EnTRAUTING BS 4120b. DESCRIBE HOW iNJURY OCCURRED. (Enter noture of injury in Port t or Part 11 of item 18.) 
lf 
CAUSE OF DEATH, Fell while leaving dining room, 


20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED |2Ge. PLACE OF INJURY (Home, Bit, {me {City or town) {County) (Stote) 


jou ile ot white: factory, street, office bidg., etc. 
n2s eos 2/9 ,58 Stwork CJ ot work 6 Hospital Sykesville Carroll Md. 


21. U certify thot | took chorge of the remoins described obove, held on Autopsy [3% . Inspection fk]. Inquiry [KX], and in my 
opinion deoth/fesulted from: Notural couses PE], Accident oO Suicide [J], Homicide []. Undetermined manner [1] 


} DATE SIGNED 
=). 5 oo OW Oe CHIEF MEDICAL EXAMINER [J] 


ASSISTANT MEDICAL EXAMINER ((] 


James T. Marsh, M.D. DEPUTY MEDICAL EXAMINER PQ) 3/24/58 


MEDICAL CERTIFICATION: 


BeRT A 3-26-58 Western Cemetery 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


William Cook, Inc., 1217 S;.Paul Street 


SA avEEna 


Darost 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 3 yon 
3117 CERTIFICATE OF DEATH 038695 


Reg. Dist. No. 


ceed 


se = 
3 * Hi : cua eat i: ep (Where deceased lived. If institution: Residence before admission) 
oy o o. b. COUNTY 
coe Carroll Se Maryland Allegany ‘ 
Bo b. CITY OR TOWN {IF outside corporote limits, write | ¢. LENGTH OF STAY IN Tb. ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest tawn} 
32 ee: ‘and give nearest town} d “ 
Ea Rural ~ Syke : Gyrs.Llmos .23days Cumberland of ¢ ‘ 
2 oe IF HOSPITAL (If hespitol. 
2 = / ‘ ad = INSTITUTION (If net in pitol, give street address) d. STREET ADDRESS: e bE | 
> pringfield State Hospita Phe YS 0] NODE 
- 3. DECEASED. First Middle Lost 4. pare Month Doy Yeor 
: Bipetarrain! John - GRELLER | _9#a™ March _18 19 58 
& 5. SEX 6. COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED JX] 8. DATE OF BIRTH % NSE Coney IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Y] Month: 
% male white wipoweo [] Divorced [] 7-8-76 af yes. SE | aE Mpc 
ae 10c. USUAL OCCUPATION (Give kind af work dane} t0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ge during mast of warking life, even if retired) pF 
o3 Carpenter “Lalli Maryland United States 
8 rf 13. FATHER’S NAME / 14, MOTHER'S MAIDEN NAME 
of 
a Nicholas Greller Kate - ? 
t 
8 16, WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. 17. INFORMANT ‘Address Sykesvil ‘te A Md. 
(et, ne. oF unknown) {IF y0s, give wor or doten of service) 
oJ — unknorm Records of Springfield State Hospital 


18. CAUSE OF DEATH [Enter only ane couse per line for (0), (b). ond (c}.] 
PART |. DEATH WAS CAUSED BY: a 
immeoiare cause (oj Cerebral thrombosis 
DUE TO 
Canditions, if any, which w__Abteriosclerosis 


INTERVAL BETWEEN 
ONSET AND DEATH 


a 
§ 

oS 

= 


¢ 
¥ 
ra 
$ 
: 
é 
> 
3 
° 
Fe. 
~° 
e 
o 
z 
3 
9 
€ 
: 
é 
ci 
3 
3 
€ 
: 
5 
ps3 
re 
5 
Ey 
F; 
2 
© 
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more than 
20 yrs. 


gave tise to immediote 
cause (0, stoting the under. ( DUE TO 
lying cause lost. (c. 


ECTOR: After this certificate has been signed by the attending physician and completely filled 


r 


altel Martin Gross, M. D. 


& 
25 
is 6 ra : Parr I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT Hee TO THE TERMINAL DISEASE ESbelng GIVEN IN PART I{a)/ 19. WAS AUTOPSY 
got o]&| Chronic brain syndrome associated. with disturbance of mtabolisn, gro PERFORMED? 
a i & 6; n On yy 0 eli e ¢! Case YY ete) Quad af yf Do a ves No [2 
eu2 & | He ACCIDENT WAS UNDERYING CI | 20b, DESCRIBE HOW RIOR OCEaAEC: (Enter noture of injury in Port Vor Part Hl of item 18.) 
Pea = 
£23 & or CONTRISUTING L] CAUSE OF DEATH 
§ om U [CIF EITHER, NOTH MEDICAL EXAMINER) te 
£ Pi 
oss G [20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY Wgaented 1 20F. (City oF town) (County) (Stotey 
5.2 ¢ 5 hel osm, (ile, aks fecory, ares, ofice Bids. ete) | 
2238 8 i St wars {encom a «3 
SEL 
72. a 
gy 21. 1 certify spice Lotte led the deceased from... March 23. .. 19.9_, to _March_18___, 1958 that | lost saw the deceased 
re oes alive on_. “eng. _, and that death occurred ot 1.2 3/i0M, from the causes ond an the date stated abave. 
=$2 ADDRESS (Street, city or town, state) DATE SIGNED 
£e 3 reel, city oF town, state] 
ou" S tom. 
a z a 
pes | | [senator LAA Mo. tee 
O 
3 
Oo 
i 
oO 
& 
& 


may be r 
TO FUNER: 


24a. TORR EOSIN aad & GIST RAR nk RE 
DATE 


«< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 haurs after death: Page 4 


& 
> 
a 
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Pry 
Es 
2 
a 
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ell 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 3 C96 
3119 CERTIFICATE OF DEATH ARs 


¥ Sere) ResORNCE (Where deceased lived. If institution: Residence before admission) 
b. COUNTY 
"Maryland Carroll 
. CITY OR TOWN (If outside carporate limits, write RURAL ond give nearest tawn) 


Rural--Sykesville 


i Oo 
: 8. 
fe | Carroll bea lid 


b. CITY OR TOWN (If outside corporate limits, wrile | c, LENGTH OF STAY IN 1b 
18 Se 


RURAL ond give nearest town) 
d. NAME OF HOSPITAL (If nat in hospital, give street oddress) 


Rural-Sykesville 


he funeral director, 


Pages 1 and’ shauld be filed with 


18. CAUSE OF DEATH [Enter anly one couse per aor For (0), (b}, and _(c)-] 


FE PD) OW oe. 


INTERVAL BETWEEN 
ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 


3 a7) OR INSTITUTION / d. STREET ADDRESS is RESIDENCE 
€& 0 Obrecht Road vest) N 
: 3. NAME OF First Middle lost 4. DATE Month ony a 
(Type or print) DAVID Ae GROOMES DEATH MARCH des 
5. SEX 6. COLOR OR RACE |7. MARRIED fa] NEVER MARRIED [J | 8 DATE OF BIRTH ?. oa (in ye yon IF UNDER 1 YEAR] IF UNDER 24 HRS, 
as Manth: i 
‘ ae Sree ic We pivbeceoa) }- 6-1882 m1 janths] Days | Hours] Min. 
& 10a. USUAL OCCUPATION (Gi ‘ind of work dane| 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
3 during most of working life, even if retired) 
c laborer gen. Maryland U.S. 
3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Eis Nicholas Groomes Ellen Sears 
8 I i WAS scr ais ~ — pOmeeSy 16. SOCIAL SECURITY NO. |17, INFORMANT Address 
eter lenecs Tae Boe cove eee ioe 
3 no os 20-07~0394 Mrs. Anna R. Groomes, Same 
3 
a 
a 
£ 
= 


ae DUE TO 
Condflians, it day which 6) 
gave rise ta immediote 
cause (0), stating the under ( OVE TO 
lying couse last, te) 


Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTJMOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) |19. WAS AUTOPSY 
yes) nol] 

20a, ACCIDENT WAS UNDERLYING []_ ]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 

‘OR CONTRIBUTING C1 CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, a Year | 20d. INJURY OCCURRED | 20e, PLACE OF INJURY {Hame, form, H 20F, (City oF town) (County) (Stote) 
Hour 0. n. While. Not i factory, street, affice bldg., etc.) 
p.m. lot work [] at work H 


& 


MEDICAL CERTIFICATION, 


ECTOR: After this certificate has been signed by the attending physician and campletely filled i 


by the haspital ar attending physician. 
page 3 shavid be detached far use as the burial-transit permit. 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The taw requires that the death certificate be executed within 24 haurs after death: Page 4 


the registrar priar to burial, cremation, ar remaval, and in any event within 72-haurs after death. 


21. | certify that | attended the deceased from.____________, WAZ, to 201 A, 192 F sthat | last saw the deceased 
alive =a a ana eS, and that death accurred at.2_90_/? M, fram the causes and an the date stated above. 
, ADDRESS (Street, city or yee YATE SIGNED 
*. Sn Le ee Bee esvlld  Diehe PLAST 
PHYSICIAN'S 
2< NAME tyes HOWARD EB. HALL a ee gt re eS 
Se Za. BURIAL, een Wb, DATE THEREOF ‘Zac. NAME OF CEMETERY DCIEMALOR I” 22d. LOCATION (City, town, or county) (State) 
a beiorcmu Aim -1958 White Rock Carroll Co., Maryland 
- -§- 23. eke eM We SIGNATURE ‘24a. REC'D BY REGISTRAR ‘2a. REGISTRAR'S $i ATURE 
VS Als {0 M. Waltz, Winfiéla, » Maryland oa MAR 5 me SSS 


al 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 3 097 
3119 CERTIFICATE OF DEATH el 


ee 
3 = ( ACE OF yD USUAL R RESIDENCE (Where deceased lived. If institutian: Residence before admission) 
fu E \ 0.3 b. COUNTY 
53\ ih a cc a MARYLAND Da 2 : Piro ieee 
rat b. CITY OR TOWN (IF outside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
ih aaa Pa ie vey nearest ao jie a 
$2 y s J [reo > re sss s 
ao ma Pt OF oom {If not we Es Af, street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
io OR INSTITUTION ‘ON A FARM? 
(Hard that eld ves C] No Lit 
ns 3 NAME OF First Middle lost 4. DATE Manth Doy Yeor 
a i _— js 
2 (ype or min OW, HARL 5 HLA E pr peatH | € 1) 19 F y 


5. SEX 6, COLOR OR RACE [7 maRRIED [ZANEVER MARRIED [J ]®. DATE OF BIRTH 
py w wioowen tq] oworceo | f= JA -/ X 7 y yn. 


100. USUAL OCCUPATION ( kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign iff 
during most of working ife, even if rety 


9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost ge aa Days | Hours Min. 


Ie 


12, CITIZEN OF WHAT COUNTRY? 


USA. 
14, MOTHER'S MAIDEN Bae 
MAPA ELizABETH 4H 


< weal DECEASED ed IN U.S. ARMED LG 16. Socials SECURITY NO. |17. Np RMA! a y & % nt eae 
{Yes a UIE yes, give wor or dates of tervice) - - - . - 
MAMMA £1 AAT. i GQWYUMUHAL (pop. 


fie. iL. OF DEATH [Enter only one couse per line e fo}, (b). ond (€)- + INTERVAL seTWEEN 


PART 1. DEATH WAS CAUSED By: ONSET (AND 
IMMEDIATE CAUSE rc) 


Conditions, if any, which ‘et © Corb ber (a6) 


gaye rise to immediote 
catse (0). stoting the under. { OVE 
lying couse lost. (9. 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. WAS AUTOPSY 


PERFORMED? 
yes] NO 

200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. [Enter nature of injury in Part lor Part Il of item 18.) 

OR CONTRIBUTING LJ CAUSE OF DEATH 

(IF EITHER. NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e, PLACE OF INJURY {Home, farm, fiaph (City or town) (County) {State) 

fey tens While. (Nataweite factory, street, office bidg., etc.) 
p.m. 19 fot work [J of work [J 1 


21. | certify that 1 attended the deceased fram. 


i 


5 FATHER'S: 


SS 


am Ler - 


Then please remove carbon popers, Pages | an! 


z 
Q 
is 
< 
y 
= 
& 
6 
=) 
< 
y 
a 
3 
= 


CTOR: After this certificate has been signed by the attending physician ond completely 


by the hospital or attending physician. 
page 3 shaufd be detached for use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 
the registrar priar to burial, crematian, or remaval, and in any event within 72 haurs ofter déath. 


alive on... orr® ff, gees ond that death accurred ry IH, from the causes and an the date stated above. 
S ADDRESS Ye. city or town, sf ge DATE SIGNED 
= yao 
= SIGNATUR e = ae Mo, wes eRaotreiee Lk SF 
< MARE (Type) Veg UWZ4OA Tes © 7la My bale 7 ae, tw flav ma 
< Ee et et OE Se (Sa = ee ia a ee ee ee ae 
£3 ‘Zo. BURIAL, CREMATION, | 2b. DATE wee ME OF CEMETERY OR a LOCATION (City, tawn, or county) State] 
D> REMOVAL Gin cify) ¢ ) 
Pe ay AR. /3- pel} EOL ALITAR pits BURG eo, 
a ta sii BY aadace Dib. REGISJRAR'S SIGNATURE 
Baise oard@AR 1 8°58 IR h etuuech 


3A Nyanga 


felr/ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
3120 CERTIFICATE OF DEATH 03698 


Reg. Dist. Ne, 
ees 
es 3 = Lb 1 oad OF DEATH 2 ee (Where deceased lived. If institution: Residence before odmission) 
o °. b. COUNTY f 
« 38 ‘uh “Carroll ae ae. Maryland Harford v 
= Oe Ae b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporole timits, write RURAL and give nearest town) 
g sf RURAL ond give neares! town) 
ee Sykesville 2mo. 2idays Bel Air 
2 i z£ d. NAME Ge eerie {If not in hospitof, give street oddress) d. STREET ADDRESS. @. 1S RESIDENCE 
o He OR Spr ON _A FARM? 
_ Springfield State Hospital 102 S,. Reed ves C) NOx] 
= ad oO a sire First Middle lost 4 pore Month Ooy Yeor 
& Ete (Type or print) August Charles Hensen brad = March 20 1958 
= =e 5. SEX 6. COLOR OR RACE | 7. MARRIECROENEVER MARRIED [] | 8. DATE OF BIRTH 9. Regnier RY IE UNDER 24 HRS 
= ost birthdoy i 
ens Male White — |woowoo ovorctoD) | Mare6, 1883 eee ee 
$ £ wa 100. Stat OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. SiRTTNEAEE {Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 4 88 Ratiroad ‘of working life, even if retired) 
3 zed road worker s B&ORR Marylend USeihe 
Z os 3 13. FATHER'S Ram 7 VY VE 14. MOTHER'S MAIDEN NAME 
2 3h I Unknown Unknow 
< = 3 2 15. WAS DECEASED EVER IN U. S. ARMED FORCES? }16. At SECURITY NO. | 17. INFORMANT Address 
= a § (Yes, no, oF unknown}. {tt you. give wor oF dates of service) Pooh} 000 3 
8 ot unknown Springfield State Hospital records 
£ 53 
8 gs 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] INTERVAL BETWEEN, 
= =a PART |. DEATH WAS CAI BY: 
2 5 ug Dear was caustp Ey: Bronchopneumonia da 
eee G/X not oveto 
> 
2 > AS eae, ee bs Arterioclerotic heart disease years 
$ 3 gove rise to immediote Duet 
0 5 couse (0), stoting th 
z se ke hg @__Ceneralized arteriosclerosis years 
38 z P NN. OTHER SIGNIFICANT CONDI IS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 69. pies AUTOPSY 
23 - C.B.S. associated with cerebra arteriosclerosis with psychotic Teactio ¢ piss SD) NO 
a 

Ee 2 © [200. ACCIDENT WAS_UNDERLYING Oy 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port It of item 18.) 
zs Ee ] OR CONTRIBUTING C1 CAUSE OF DI 
qe U [CF EITHER, NOTIFY MEDICAL EXAMINER) 

2 

y 

& 

= 


ECTOR: After this certificate has bee: 
be detached far use as the burial-transit permit. 


the registrar prior to burial, crematian, ar remaval, and in any event within 72, 


Z ro] 20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, Tot. (City of town) (County) (Stote) 

= 5. Hour 0. m. 1p [White Not while foctory, street, office bldg., etc.) } 

zs p.m. jot work [] ot work [7] 1 

a 21. | certify that | attended the deceased fram.____Dece 27 __., 19.57, to_..March 20., 1958..,that | last saw the deceased 

sf 

rari 

E = ADDRESS (Street, city or town, stote} DATE SIGNED 

< 

az ae o.... Springfield State Hospital 3/21/1958 

o- PHYSICIAN'S 

S2s2 NAME (Type), apykesville. Maryland ____.-__-._.---- 

SSO 70. BURIAL, CREMATION, | 22b. DATE THEREOF ic. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county} (Store) 

252s REMOVAL (Speci 

ota Bi Meadowsiidee p Balto Md 

- & 23. Fi pe omg S EVAT Tear ADORESS re ? ‘2a. REC’ 'D BY REGISTRAR db. REGISTRAR'S SIGNATURE 

if . UV / - 9 
VS Als a if LAMA +4 a ¥ thy 17 oate MAR 2 6 '58 aes 

eed 


Ui 


BK nivaut 


eset & 
ie INE ie 


MARYLAND STATE E OEP Ey S OF. EALTH—BALTIMORE, 18 03C89 
3121 “CERTIFICATE OF DEATH 


al 


Reg. Dist. No. 
\ 1. PLACE OF DEATH 2 USUAL R RESIDENCE (Where deceased lived. {f institution: Residence befare admission) 
} . a. b. COUNTY 
9 A Maryland Harford 


he funerol director, 


ea b, CITY OR TOWN (If autside carporote timits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (fF aviside carporate timits, write RURAL ond give nearest lown) 

a2 RURAL ond give nearest tawn) 

2 r. 9 months J26 days Bel Air 

a d. NAME OF HOSPITAL a nat in hospital, give street pyre d. STREET ADDRESS e. tS RESIDENCE 

2 / fe ‘OR INSTITUTION, ON A FARM? 
& e. or 4 ¢ 229 Jackson 9 yes Not] 

™ 6 3. NAME OF First Middle Lost 4. DATE Manth Day Year 

_ DECEASED | OF * 

3 (Type oF print) Rosa Ella HOHMAN DEATH March 4 19 58 

o 

J 

2 


5. SEX 6. COLOR OR RACE |7. marRieD (_] NEVER MARRIED [5t | 8. DATE OF BIRTH %. si {in re tf UNDER 24 HRS. 
1 Min. 
Female | White |weowenQ) vor) | 3-17-78 "ei biota Saeed Se Bane 


d completely filled i 


~ 
° 
o 
oO 
é 
2 
3 
so 
= 
ir 
2 
° 
2 
x 
x 
s 
z 
- 
vo 3 
2 ae 100. USUAL OCCUPATION (Give kind af work dane] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
3 Qs during mas! af warking life, even if retired} = 
3 Dee Seamstress - UsS.cike U.S.A. 
° 3 o 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

2 53s 
3 Zee George Hohman Gertrude Nueman 
3 3 2 3 ib WAS. DECEASED re Lo be ie an Bones? 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= = etre al eal SES = a pepo A 
Se SES 9 = - Springfie tate Hospital Records 
3 g te = 18. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b). and (c).} INTERVAL BETWEEN 
v = a3 PARTI. 1H WAS CAUSED BY; 7 try 
# 352 DEATH AMCRIATIC Cause fa) Coronary o¢gltsion Minutes 
5 fe: Not ove to 
= 2% 3 Cae omy yb o Pulmomary tuberculosis, moderately Years 
$s l3 gove rise ta immediate * 
3 BRE cause (a), stating the under. (| DUE TO advanced, active, 
FE 258 lying cause last. te) 
3 @ 3 5 4 Fs Pat Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a}|19. Bite oe 
20225 1 le 

2.3 31% ves} NO fg 
2a5.20 G 
£o8.2 8 
ya cand 3 § = [ 20a. ACCIDENT WAS UNDERLYING (1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part # ar Part II af item 1B.) 
ene & | OR CONTRIBUTING [) CAUSE OF DEATH 
4 5 ae 2 3 G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Sozes & aoc TIME OF INJURY Manth, Day, Year 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Hame, farm, Tor. (City ar town) (County) (State) 
= 5585 a Hour a.m. While lation’ factary, street, atfice bldg., etc.) 
EELS = p.m. 19 fat wark (J at wark (J ‘ 

Be528 
Z os 2s 21. | certify that | attended the deceased from._May_ <x ae 1956, ta March 45. 19.58 that | last saw the deceased 
3 <e5 alive on_.. MarR As. A apeee, 28s, and that death accurred at 8320 PM, fram the causes and an the date stated above. 
e 26 8 R on ADDRESS (Street, city ar tawn, state} DATE SIGNED 
2 Gi ACTUAL é 4 
sua? SIGNATUR bat Se) Mo, ___ SpringPield State Hospitals ee 

“J I 

= 28 ' PHYSICIAN’! 
< + 2 Naattves:  “dmund Lusthaus, M.D. Sykesville, Maryland 
Besse L__INAME Type) ce a a de no Sn ne nena e eR EREe: 
B8E°9 2o. BURIAL, CREMATION, Tic. NAWE OF CEMETERY OF CBEMATORY Td fCQCATION (City, town, ar souny) Grate) 

~5 §~ PROVAL [Speci 2 g 
Seeks | BURTPLISV (ONE | Lyyo C4, GLJA. $72... 
=F vt . Fi ADDRESS, > 17) fA 2a. REC'D BY REGISTRAR Ciera SiGhATuRE 

VS AIS (4) ‘ ry < 
Baws Jord f\ vareyiag 1 0 ‘98 


MARYLAND STATE DEPARTMENT OF HEALTH—SALTIMORE, 18 
3122 CERTIFICATE OF DEATH 


cad 


03100 


Be Reg. Dist. No. 
= 5 2, USUAL RESIDENCE {Where deceosed lived. If institution: Residence before admission) 
en b. COUN’ 
32 marvano | 7K 2 f p LAK le bf 
Be ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If ouhide corporote limits, write RURAL and give nearest lown) 
g a ge " =<. 
is Ale& NipW BRIDGE 
o 2 , NAME OF HOSPITAL {If not in hospitel, give street oddress)} d. STREET ADDRESS. e. 1$ RESIDENCE 
@ ‘ OR INSTITUTION / ON 2 FARM? 
ves] No 
oO 3. NAME OF First Middle Lost 4. DATE Month Doy Year 
3 ype or rin PY E/G HLA BLANCHE HOLLENBA aH Beam MAR. 19 Sx 
2 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [} |@. OATE,OF eleTy PUA (gear IE UNDER EAR] IF UNDER 24 HRS. 
=f hy at b a 
SM rerindd jsglthealbetstec ode ea, | Fier pm 
Be Too, ae OCCUPATION (Give kind of work done} ib, KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WAT COUNTRY? 
: a ae is 
25 4 
£8 LED [to MARVAAIN DE ~ _- 
5 }. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
5 3 i 
ite EM SEALE MARY PARR) s ub 


AS DECEASEO EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT Address 


fer, no.er pnknown) 


k ES HOkL fae NV Lt rel =/4 5 
18. CAUSE OF DEATH [Enter ‘only one couse per line for (0), ole ond {c). J INTERVAL BETWEEN 


PART I, DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (0} 


Lp x DUE sg 


Conditions, if ony, which w 
gove tise to immediote 

cause (a), stating the under. { OUE TO 
lying couse last. ( 


Part II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. er laa! 
ves] Not) 


200. ACCIDENT WAS UNDERLYING D) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port It of item IB.) 
‘OR CONTRIBUTING CJ} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED {20e. PLACE OF INJURY (Home, ier 1 20F. {City or town) (County) {State} 
Hour oo. 1. While. Not while foctory, street, office bidg., etc.) 
Pm. 19 jot work [) ot work [7] H 


21. | certify that | attended the deceased fram. Mx 2, WAKE, ty. L vm 19\ X-that | last saw the deceased 
alive on as J, WS, and that death occurred a9 DCAM, fram the causes and on the date stated abave. 


) ADDRESS (Street, city or town, state) Par SIGNED 
ACTUAL ia 
SIGNATURI M.D, Saeki oo sonst [SAAT . 


PHYSICIAN'S 
NAME (Type! aan odd. Lie 


Then please remave 


, and in any event within 72 hau 


‘ansif permit. 


MEDICAL CERTIFICATION 


detached far use as the buri 


CTOR: After this certificate has been signed by the attending physician and campletely filled i 
the registrar priar to burial, crematian, ar removal 


by the haspital ar attending physician. 


i: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 


tae 
ped fpf) ht i 
Pe ta ety of AE 
SDD (ye y 
Boe AA 3 4 MD 
= ar ne 1 Om Be URE 7 ADDRESS ‘God pai 
VS AIS (4) ed 2 9 p 1 
15M pro é Ax h Like Y} DATE MA Q '58 
7 


¥ ‘A nvayng 


836t 0S yyy 


ara! 


he funerol director, 


Ld 


Pages 1 an@ 2 should be filed with 


opers. 
) 


\d completely filled i 
jeoth, 


mp 


i 


Then please remove 
, ond in ony event within 72 hour! offer di 


by the hospital or ottending physicion. 
ECTOR: After this certificate hos been signed by the ottending physicion on: 


be detoched for use os the buriol-transit permit. 


iw 


the registror prior ta buriol, cremotian, ar remaval, 


YO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 hours after death, Poge 4 
may be fr 
poge 3 shor 


TO FUNER: 


BE 
=> 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 oe os 
3123 CERTIFICATE OF DEATH 03104 


Reg. Dist. No. 
2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission} 


1, PLACE OF DEATH 


2. COUNT “Ga mrol} rwanti no ° STARE Maryland B.COUNTY Mana gomery 
b. ee TOWN (it ous. corporote | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neares! town) if 
Lond give neorest town) patie 
RST 8S SHES ie  mos.15 days Gaithersburg - RFD #1 Phese¥ 3 
d. ORM RtUHON {If not in hospitol, give street oddress) d. STREET ADDRESS: e. Ages 5 
Springfield State Hospital — ves DK No 
3. penn a First Middle lost 4. DATE Month Day Year 
Uype or pin John Alphus HOWARD _|_ eam 9 
5. SEX 6. COLOR OR RACE |7- MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (ln on iF ‘ONDER TYEAR| IF UNDER 24 HRS. 
or 
male white wivowep [J pivorcen (J | October 22, 1870 Be ve [Mer] Pex | oe 


100. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY 


12. CITIZEN OF WHAT COUNTRY? 
ing most of working life, even if retired) 


11. BIRTHPLACE (Stote or foreign country) 


armer Farming Maryland United States 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME J 
Joseph Howard Elizabeth Johnson 
1g, WAS DECEASED EVER IN U. 5. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT Addes SykeSVAiLLe 7 Md. 
jas. no, oF unk Ti gaara Shes sigh : 
-—<- unkna n Records of Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
7 PART |. DEATH Meoiarenvst o_cerebral thrombosis l day 
DUE TO more than 
Conditions, if ony, which w_Arteriosclerosis h_ months __ 
gove rise fo immediote 
couse (0), stoting the ynder- ( UE TO 


lying couse lost. ©. 
Paar Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ho) |19. WAS AUTOPSY 


Chronic brain s drone associated, with | dist rbance of mabolism, growth pL ga 


e. a with ain gen ho ves] NO fx 
200. ACCIDENT WAS. cna RLYING [)_ | 20b. DESCRIBE HOW TNIORY OCCURRED. apy ale of Ey in Port tor Port Il of item 16 1 


OR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20, TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 


MEDICAL CERTIFICATION 


Hour a Na (Mile, ia Net com P faci urepiiaiecsibide-nete) 
21. 1 certify that | attended the deceased fram November hh, 1957., ra Marah 19__.. 19.58 that | tast saw the deceased 
alive an___Marech_19____-__- PIE EEES, and that death accurred at $30__A M, from the causes and an the date stated abave. 
ex ADDRESS (Street, city or town, stote) DATE SIGNED 
ish - 
Senator Vn ‘2+ uo. Springfield State Hospital... 3/19/58. 
ae Martin Gross, Me De Sykesville ee PN 


Nec, % oF 9% oN BS R paler’ 72d. LOCATION (City, town, or county) (Stote) 
specify e] 
rene £ 3/23/5 amancua Cemeter Damascus, Ma. 


QdaF REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


ot ee ae Bee ‘ies ite é Ye ’ “MAR ° 4 cae Onl 1S 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
3998 CERTIFICATE OF DEATH wp. oa. OO ROR 


sé 

% = 1. PLACE OF ioe 2. USUAL RESIDENCE (Where deceased lived. If institution, Residence before odmistion) 

ou. ©. sp A 0. STATE b. COUNTY / ) i 

$3 pe tee MARYLAND Sipe AVP PO we 

° e b. ee ron {lf outside hist limits, write | ¢. Re OF STAY IN 1b c. CITY OR TOWN (IF oujside corporote limits, write RURAL ond give nearest town} 

oo ond give n Wey town) 2 ?, eee > fon - 

= - = 

52 Atrted WE STUN STE & 

w/e d. NAME 2 HOSPITAL ath not in Sr give is L3 d. STREET ADDRESS fe. 15 RESIDENCE 
~ OR INSTITUTION . = ON A FARM? 

LIN A Dr ey f } J yes [] No E- 
: 3. NAME OF First Middle Lost 4. DATE Manth 


Day Yeor 
DECEASED — Oy 
{Type or print) M ANDILLA jem DEATH MA ii CH ra 95 rf 
S. SEX [ ie OR RACE [7. MARRIED L] NEVER MARRIED [-] | ® DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost eltifoy) as Min. 
Vv winowen [xs IvorcED O- Ls 7 S yrs. FS 
Vs. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 71. BIRTHPIACE (Stote or foreign county) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) rg a 
Za ; L eS 7\ 


13. PE NAME e ER'S MAIDEN ag 4 


PAVITZARD 's PALE PEE HALEY 


1S. WAS E lay RIN U.S. ARMED roe 16. TAL LE NO. 17. ethan Add Ry - rt AA 
Reeve ony {If yes, give wor or dates of tes EL Pre fF 4 gira ¥ G7t oF VV AE, 
SLATED LP Wéesreyyst ee 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] INTERVAL BETWEEN 7 ~ 
“ 8 ™ fe is TSAR 


ONS! ID DEATH 
PART |. DEATH WAS CAUSED By: 
IMMEDIATE CAUSE (0 Sn ot 


[oO x DUE TO 8 
Conditions, if ony, which C. (By REAST— ABS. 
gove rise to immediote 
cotse (0), stoting the under. ( OVE TO 


tying couse lost. (¢) 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. Me oivetn 


‘0? 
yes(] NO[Y 
20a. ACCIDENT WAS UNDERLYING [1 | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port tl of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) p 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20f. (City or town) (County) {Stote) 
Hour 0, mi While Not whil a factory, street, office bldg., etc.) 
p.m. 19 fot work [J ot work { 


21. | certify that | attended the deceased ——__ 195.0, NAR Gf. 4 Pvt & shot | last saw the deceased 
alive an__. A RAK er, 12 sh 98 deo and that death occurred ones M, fram the causes and an the date stated above. 


walls ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL 7 
SIGNATUI a 7 a Te, ANE Pee I 


wwaetons AT mes 1 /f Ca s ) Ma ast aaa MIN SIE 


a 


~~ 


Then pleose remove corbon popers. Poges | an 


MEDICAL CERTIFICATION 


CTOR: After this certificate has been signed by the ottending physician and completely fille: 


by the hospitol ar ottending physician. 


cd 


page 3 shouldbe detached for use as the burial-transit permit. 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The !aw requires thot the death certificote be execuled within 24 haurs after death. Page 4 


the registror prior ta buriol, cremation, or remaval, and in any event within 72 hours after de 


4 : 
Ss smansnsaer VES TIMI. pe eS 
38 Zio. fevovscpen | . DATE THEREOF Re, one (OF, CEMETERY OR CREMATORY Z2d. LOCATION (City, town, or county) {Store} 
~S 0 pect “ear ra ee ( of : ie Pe5S i 
ge wae IDERS 4 (2) JEPTIUY STE J 

‘aa. ‘Y,, , ADDRESS 8 ao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE’ ” ‘ 
Vs AIS (4) Yh, / yf , j 
15M 9/55 y ALLEL DATE + a lf) ee | 


0 iveany * 
Daron! 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Oa] 0 et 
3124 CERTIFICATE OF DEATH 


oa 


Reg. Dist. No. 


8 = 2. at ae (Where deceased lived. If institutions Residence before admission) 
s2 Carroll maryian |] © Maryland > Balto.City 
i 3 b. fmt TOWN ae as iad limits, write | ¢, LENGTH OF STAY IN tb | c. CITY OR TOWN (if outside corporate limits, write RURAL ond a) neorest lown) / 
sz: svitte lyr.5mos.17dalys Baltimore Ub 
4 = o ¢ oe OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS. 906 Groveland Ave ‘ e. Bae er ae 
e Springfield State Hospital | : wes ve C] NOR 

e 2 bi apes First i Middle lost 4. _" Month Doy Yeor 
25 (Type or print) Katharine Biddison IMMLER DEATH March 27, 19 58 
=e 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [_] | &. DATE OF BIRTH % ASE tn yas eae TYEAR| IF UNDER 24 HRS. 
ce Female White wipoweD [) piorceox] | August 11, 1901 (a Sees) bese, ae: 
= ag 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY { 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
$2 : " most of working life. even if retired) ‘. Navy land | Bese. 
vcs leacher g ry- eDeohe 
535 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
£88 | Zachariah Biddison Anna Katherine Kahl 

8 z WW Waere Geese Beer th uU. k Sepey ns fences? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 

bad Ae "No ot kat 216-18-7098 | Springfield Hospital Records 

3 18. CAUSE OF DEATH [Enter only one couse per line for (o}. (b). ond (€).] INTERVAL BETWEEN. 

¢ PART | OATH MESIATE- CAUSE fo|_____ Lang abscess 

= x XBUEVES 

Conditions, if any, which Pa Bilateral bronchopneumonia, Days 


gove rise to immediote BOS 


cause (0), stoting the under: Pick's Disease of the brain 
sease a 


alive on__March_26,. eee 2 ae and that death occurred at 2.5A_M, fram the causes and an the date stated abave. 
i ADORESS (Street, city or town, stote) DATE SIGNED 


Hospi 


ECTOR: After this certificate has been signed by the attending physic! 


3 
& 
as lying cause lost. my 
88 z 
aE 8] C.BISUaBSbUS WEE EIB COPEBEWG ARUP ULNRHEAE? OP "HUM CHAN HRICR WEEN AF 10] as puTorSy 
£33 is ro pyaheele reaction. ATK ves) Nol) 
ae = [200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port ! or Port Il of item 18.) 
a-org & JOR CONTRIBUTING 1] CAUSE OF DEATH 
Bes © | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
SEs & [20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, om 2, (City oF town) (County) {(Stote) 
ao ray Hour o, m. While Not while factory, street, office bldg., 
ee = p.m. 19 fat work [J ot work [7] i 
= 5 
g20 21. 1 certify that | attended the deceased fram. October 10, __, 19.56, to March _ 2g 198 58 that 1 last saw the deceased 
£<2 
£e8 
3S 
3 
si 4 


4 


il: 


the registrar priar ta burial, cremation, or remaval, and in any event wi 


“Mo. ees 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 


5 ‘ 
oee Nantes _ Agustin delCampo:, M.D. 

83 = Tio. BURIAL, eon Z2b. DATE THEREOF ‘Tae. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, or county) {Stote) 
323 BMONAL Specify 

eo8 Buria oudon Park Cem Baltimore, Md 

e Zan RAL ey RS SIGI va OEY ws 2do. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
Vs AIS (4 J f 7 
13M we WZ rae ee A i a hi lb-/ DATE sap 4 58 & gs . / 
N 


TT ATs Ae uy 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
3125 CERTIFICATE OF DEATH 


03105 


Reg. Dist. No. 


1 MRI 2. pedo antec (Where deceased lived. if institution: Residence before admission) 
= 2 
Carroll MARYLAND Maryland COUN’ Washington 
b. ois es Tan (lf ie ooo? limits, weite | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If autside corporate limits, wrile RURAL ond give nearest town) 
on i orest town!) 
Sokesviite 2mos.21ldays Hagerstown 1) | Alas se 
; d. tls Bai aaa {If not in hospital, give street oddress) d. STREET ADDRESS . LT as 3 
. Y 12 | Springfield state Hospital 212 E. Irvin Aves eS] NOX] 
3 egies First Middle lost 4 apne Month Doy Year 
{Type er print) Hedwig Theis KAISER Stata March 27, 19 58 
3. SEX 6 COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [-] |8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


birthday) 


Female White |woweopy nivorceoQ] | March 29, 1873 8h 71. 


Wo. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 
‘ing most re life, even if retired) 


Min. 


12. CITIZEN OF WHAT COUNTRY? 


es 


quires that the death certificate be executed within 24 hours after death: Poge 4 


‘ar attending physician. 
jis certificate has been signed by the attending physician and completely filled | 


be detached for use as the burial-transit permit. 
the registrar prior ta burial, cremation, ar remaval, and in any event within 72 hours ofter-dea! 


o 
3 
° 
“ 
¢ 
& 
S I ousewite - Germany Unknown 
8 cy 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
EB Gottlieb Theis Amalie Kasbach 
3 ie WAS Pearce U. $s. a reeceet 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
eager Feu dec scones ee 
: No - - Springfield Hospital Records 
3 18. CAUSE OF DEATH [Enter only one couse per line far (0), (b), ond (e)] ae 
5 TAN OATH MeAtE Cause, _ATteriosclerotic heart disease ears 
5 
Ss u DUE TO 
econ ttianyewnich wm _Ceneralized arteriosclerosis Years 
gove rise to immediate 
couse (a), stoting the ynder- (| CUETO 
tying couse lost. tc 


Past Il. OTHER SIGNIFICANT CONDITIONS. CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART !(0)/19. WAS AUTOPSY 
C.B.S.associated with cérebral arteriosclerosis, with psychotic eo Gas, ed 
ea On 


200. ACCIDENT WAS UNDERLYING []_—|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part ! or Port Il of item 18.) 
OR CONTRIBUTING (1) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form. 1208. (City or tawn) (County) {Stote) 
Hour 9. m. While Notiwtitle: factary. street, office bldg., etc.) | 
pom. 19 fot work [J at work [J ‘ 


MEDICAL CERTIFICATION 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re: 


os 21. | certify that | attended the deceased fram January 6, 1958 taMarch 2 3... 19-98. thot | lost saw the deceased 
rs olive an__ 2 ook 125 _., and that death occurred at L2£N OOM, fram the causes and an the date stated abave. 
= s : ADDRESS (Street, city or town, state) DATE SIGNED 
ae $eveion ARB uo Springfield State Hospitel 3/27/58 
. Nant ttrecl__Edmund Iusthaus, M.D a Sykpeville, Maryland. 2 
82° Me. BURIAL, CHENATION, | 220, DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (State) 
pee: [put Pepiorille. ia 

2 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Pha. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
vg als Ullrich Fimeral Home 4210 Belair Road. nt 


O6s- Ty, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
3126 CERTIFICATE OF DEATH 


om 


(3104 


= tek 7 os Reg. Dist. No. 
2 3% 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deccosed lived. If inition: Residence before odmission) 
e a °. oo inane 0. $ b. COUNTY 
saad arro “Maryland City. 
£ Be 'b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN tb ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
g 52 RURAL ond give neorest town) : Vv 
Mee Sykesville 6 m d Ba more ,Md 3 
& io, 8. d. NAME OF HOSPITAL {if not in hospitol, give street oddress) d. STREET ADDRESS IS seeps 
> _E “ IS OR INSTITUTION ON. 
=; Springfield State Hospital ves) NOG 
27s 3. NAME OF Fics Middle Lost ‘4. DATE Month Doy Year 
= 3- DECEASED OF : 
e 35 (Type or print) Harry Randolph Keene DEATH 
c = 
7S ~ ta 5. SEX 6. COLOR OR RACE j 7. MARRIED [] NEVER MARRIED Oo B. DATE OF BIRTH 9. AGE (In yeors 
oS lost birthdoy) [Months] Doys | Hours] Min. 
aepiere: M Ww wipoweo [] DIVORCED] 9=16=78 79 
3 = a2 10. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 gee during most of working life, even if retired) 
i ves \|__Accountant 
g 58y ) 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
jeg 
© 88S 
ashe ued Robert Keene Mary Frances Tall 
2 $03 15. WAS DECEASED EVER IN U. S. ARMED FORCES? [16 SOCIAL SECURITY NO. |17. INFORMANT Address 
= a € 2 (Yer. no. or unknowny (IF yes, give wor or dotes of service) 
& per unkn 
£ eke = 
g g 23 18, aed ee di a couse per line for (0), (b). ond (c}-] pa oa tel 
y es IMMEDIATE Case fo) __ BroncHiopneumonia | days 
2 wt F I 
= 22% LF IX psnod 
Fe 
= Be > Conditions, if ony, which wArteriosclerotic heart disease years. 
Ss BES gove rise to immediote 
5 $85 couse (0), stoting the under. ( OVE TO 
Hy & 3 32 tying couse lost. a al 
3 ie 7} Ni UT TH DIS AS! 19. WAS AUTOPSY 
git: 8 | ChrowdicoAd en ODIbiR WITH GE MBIA BSE LEAL EN SLPS SP APRA INU RY BREL YY”. WES AUTOR 
gages $| Chron.fibrous pulmonary Tuberculosis,prob.ine 2 Possible Ca of bladder sO xo 
Yoo 26 © [200. ACCIDENT WAS UNDERLYING C] | 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of item 1B.) 
23 = 
eE32° & 1OR CONTRIBUTING L] CAUSE OF DEATH 
aeees © [UF EITHER, NOTIFY MEDICAL EXAMINER) | OO 2. 
2sEss & |e. TIME OF INJURY Month, Doy, Year 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 120 (City or town) (County) (Store) 
25°85 3 Hour 0. m. While Net while foctory, street, office bldg., 
igi 5 z p.m. 19 lot work [] ot work [J f 
ae Se 
g ees 21. 1 certify that | attended the deceased from.___ OCts.20, ___ 1954_, to__..Mareh _ Uk, 1958. that | lost saw the deceased 
25235 
o<* $5 alive on____ 38% 3 = Wie 68 , and that dn accurred af2310 AM, fram the causes and an the date stated above. 
Ee Ose ADDRESS (Street, city or town, stote) DATE SIGNED 
~e se 
<25c 2 evga eA 2 aed 3-15 =58 
ages 5 ; SIGNATUR uo. Springfield State Hospital -..........27_42 7 
a 7 & 
27> PHYSICIAN'S 
fens i NAME (Type) =" Sykesville, Marylamd, 
as s 2 o 220. BURIAL, a 2b. DATE TE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, oF county) (Stote) 
n> 2° at pecify’ : 
a BS gz Burial 3 me 19 ee a0 odlawn Cemeter Baltimore _ Maryland 
ere 23. FUNER  RIRECTOR IRECTOR’: BS MY RE CQ OC ARORESS ‘2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


e 


Vanes wie Arma cost = 2600 I ivart eights Ave.|otMAR 1 7 '58 ( dest 3 


3A Nvz 


-SS6l AT dv 


Yano 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
3127 CERTIFICATE OF DEATH 03106 


@ z - Reg. Dist. No. 
ge a 
® 23 / as \|" PLACE OF DEATH 2. USUAL RESIDENCE (Where docecsed lived. If inition: Residence before edmission) 
3 8 : °. 9. b. COUNTY 2 
“ 32 a } rro MARYLAND Maryland Baltimore City 
£ Be b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF outside corporote limits, write RURAL and give neares! town) / 
$2 RURAL and give nearest town) : 
oo Sykesville 1 month 4 days Ba re ‘a 
SE 98 , i rT f a 
=, 2 d. NAME OF HOSPITAL (If not in hospital. give stree! address) d. STREET ADDRESS 1S RESIDENCE 
3 ‘a OR INSTITUTION ON-A FARM? 
2 Fo 3. NAME OF First Middle tow 4, OATE Month Doy Yeor 
< z -_ DECEASED | - OF 
a 85 {Type oF print) James William KRIEG DEATH March 19 58 
fe) Se SrseM 6. COLOR OR RACE |7. MARRIED Gig NEVER MARRIED [_] | 8. DATE OF BIRTH 9 AGE (In years 
5 ge lost birthday) 
be i ‘ Male White |wwowest] __oivorcen (] 12-2-86 Wd 
SE 8: JF) [100 USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 see & } during most of working life, even if retired) 7 
6 Bsn _ Laborer - U.S.A, Baltimore Sesgy ae | 
3 4 8 3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2 8% A 
B Ser Peter Krieg Leona 
3 $ 3 15. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
: a a e (Yes, ne_ or unknown} (U0 yes, give wor or dotes of service} 
$ 2° ex 908 a z z 
<2 2% 
¢ 2 oe 18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (<).) INTERVAL BETWEEN 
$8 6g PART I. DEATH WAS CAUSED BY: ONSETARD OHA 
2 %§- 7 _ IMMEDIATE CAUSE (o)_ Bronchopneunonia Days 
5 £f $ ae . Not vue to 
= Ban Conditions, if ony, which ) Arteriosclerotic heart Cisease Years 
3 8 Eo gove rise ta immediate 
“Sh aes couse (a), stating the under ( DUE TO 
$e °s2 lying couse lost. te. stat s Years 
26,0 ot ess 
Soe 5 y z Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a}/ 19. WAS AUTOPSY 
BRED 21Y97 x PERFORMED? 
28338 re) associated with cerebral arteriosclerosi wi ps Q a2 on Ys E] NOB 
ee 2 © 23 ¢ = 20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part I of item 1B.) 
2252 - & | OR CONTRIBUTING C] CAUSE OF DEATH 
Zeses G | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
Zsess & [2c TIME OF INJURY Manth, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY tHome, farm, | 20F. (City or town) (County) (State) 
S5.rte = a Hour o. m. While Nat while factary, street, office bldg., etc.) ! 
EsE75 2 p.m. lot work [1] ot work [] i 
gases 21.1 corti Fi 31,, 19.58, to._Mareh 5__., 19.58 
2 sous . | certify that | attended the deceased from _slanuary i1,, 19.26, to__Marcn  _. , 1%.29.,that | last saw the deceased 
Ci 5 28 olive on March 5, ¥ 19: DBSay and that decth accurred at. 1.22.5 54M, fram the causes and an the date stated abave. 
e ; Os> ADDRESS (Stree!, city ar tawn, state) DATE SIGNED 
Eee oe - 
pet . Springfield State Hospital 3/5/58. 
° & f 
ey 5 puysiciAn's - 
eeses NAME (type)_ Agustin de] Oampo, M.D. Sykesville,. Maryland 1... 
3 82°°9 We. BURIAL, CREMATION, | 225. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, lawn, ar county) (Stote) 
ZT 3B Ps SREMENAL feet) 1958 < Emmanuel-Gemeter Balti Maryland 
ofa kt Burial Mar, 10,1958 < st nuel-Cemetety |. altimore anylan 
ef 


, [23% ql 4 ATURE O 4 ByDAESs 2a. REC'D BY REGISTRAR. | 24b.(REGISTRAR'S SIGNATDNE 
ss oc | Ellsworth Armacost-4600 Liberty Hghts. Ave. |oar 1058 : < 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 QSsi0d 


3128 -ceRtIFICATE OF DEATH 


= 
ret 


= Reg. Dist. No. 
~ of 4 
og S65 7, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
2 g By 0. COUNTY Carroll pirernce 8 o. STATE b. COUNTY 
Bhs ) [_&. CITY OR TOWN (If outside corporate | ¢. LENGTH OF STAY IN Tb © CITY OR TOWN (If outside carparete limits, write RURAL and give neorest own) 7 
g 2 3 ee and give on town) 
v SB esville v : 
5 28 ‘d. NAME OF HOSPITAL (If nat in hospitol, give street oddrets) d. STREET ADDRESS ©. I RESIDENCE 
a) ‘ex Poa OR INSTITUTION ‘ ‘ON A FARM? 
B iv Springfield State Hospital 3438 Reiste: ves) NOX] 
2 TS 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
~ U- 5 P ‘ 
ees, (type or print) Jerinis Bender Kroopnick | Dam March 51958 
ce xe 3. SEX 6. COLOR OR RACE | 7. MARRIED [3] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
eo (eis lost birthdoy) [Months] Doys | Hours] Min. 
aris Female White |wiowenQ _ivorceo 1880 TT om. 
yee 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
2) Suske during most at working lite, even if retired} 
Zoaes Housewife _hlarrte Russia UsSyhe 
3 = 8 ry 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
& <= 

3 ae al Reuben Bender Unobtainable 
oS oS 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. [17, INFORMANT ‘Address 
€ 4 (Yes, no. or unknown) (HE yen, give wor or dates of service) 
8 ofs No None Springfield State Hospital Record 
€ £2¢ 
Viggo 3 it rf INTERVAI 
3 2 2 1B. iy ig = oe per line for (e}. (b}. ond (c}-] ORES Be 
2 5 § a + DEATIMMEDIATE CAUSE (o)__Coronary Occlusion Mins» 
- ££ 8 2)... 
amin ate & DUE TO 
= S2> Conditians, if ony, which »,__Hypertensive Cardiovascular Disease Years 
SRG gove rise to immediote | Oe 1, 
= aS ie se couse (0}, stating the under: 
2 a 
gets lying couse tost. (o___ Diabetes Years 
z a 2 5 et g Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o}|19. Rae a 
25225 Ole 
gages $ Ma Depressive Reaction, others ves) No 
-| ees 3B ° = 200, ACCIDENT WAS_UNDERLYING 11 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port 11 of item 1B.) 
Zooee = OR CONTRIBUTING LC) CAUSE OF DEATH 
agve ° © [MIF EITHER, NOTIFY MEDICAL EXAMINER) 
Zstss & [20c. TIME OF INJURY Month, Doy, Yeor ]20d. INJURY OCCURRED |2Ce. PLACE OF INJURY (Home, form, | 20F. (City or town} (County) (Stote} 
E58 os rat Hour a. m. While Not while Sectely Mltesl etseel bao fee) 
ESE Ff p.m. 19 Jot work [J ot work J H 

i aatdte 
2 ae 21. | certify that | attended the deceased fram____Feab, 11, 1942_, to__March_5___.. 1958 _ that | tast saw the deceased 
a <2 4 1 
3 > > $ S alive on____ J M farch le ee 4 12.58, and that death accurred ot _22h5AM, from the causes and on the date stated abave. 
Gli of > 
Eee 3 foe hi # Z 4 Oe d ADDRESS (Street, city or town, stote} DATE SIGNED 

3 a a f a 
aars. AU ears tt ft. mo. ... Springfield State Hospital 3/5/58 
° ma 
28 PHYSICIAN'S 
eegee NAME (Type) ertrud Sonnenfeldt, M.D. _.—s_—s«__ Sykesville, Maryland... 
BEBO D ‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAMESOF CEMETERY OR CREMATORY 72d. LOGATION (City. town, or county) (Stote) 
i -e EMOVAL (Speci) “ A 2 é, Ae 
° £6 a= (20011 AFA pt-#2 Cw : 
4 oy R'S SIGNATURE ADDRESS Zo JZ ry, | DANA REED BY REGISTRAR (| 7REGISTRAR'S Ny haa 
4 17 3 J q 
VS AIS (4) 7 + 
eae) Sol sev ine s- £0 Z ‘- one 


od 


MARYLAND ae DE eet OF HEA Jo Sealed 18 
if 03108 


“CERTIFICATE OF DEATH 


é Reg. Dist. No, 
% Ms: Seo a: ne eee (Where deceased lived. If institution: Retidence before admission) 
6 a. 9. b. COUNTY : 
5 Carroll Boe Lv og Maryland f Frederick 
. b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town} id 
. fii ond re negresl, town) ‘ “4 v 
5 Sykesville \monthi13 days Cullen I¥- RB 
= d. Bist ALS (If nat in haspitol. give street address) d. STREET ADDRESS: e ie oy 
> pringfield State Hospital 2x. ves) No 
~ 3. NAME OF First Middle se 4, DATE Month Doy Yeor 
DECEASED > Me OF ° 
(Type or print) Sophie Jeznach AYIICZ DEATH March 8 1958 


5. SEX 6. COLOR OR RACE | 7. MARRIED [4 NEVER MARRIED Oo 8. DATE OF BIRTH % ASE Lr ehnats IF UNDER 1 YEAR| IF UNDER 24 HRS. 
jos! riheay] Months| D. He Mi 
Female Bhite lwoowor Boies 329-93 ay joys | Hours | Min. 


—~ 100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


< during most of working life, even if retired) 
I mestic Poland Unknown st 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
John Jeznach Unknown 
the WAS Uae gts ig U.S. ae pores 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
_ ab piaichte ak gberor Os brat ified 
ifo Hospital records - Springfield State Hospital 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b). ond (J We te ane 


Then please remave carbon popers. Pages 1 ant? should be fi 


the registrar prior to burial, cremotion, ar remavol, ond in ony event within 72 haurs off 


rat oeaTa as ei08"., Chronic Rheumatic Heart Disease ears 
4 ’ DUE TO 
umdiienss teeny, ais _lumor in left frontal lobe of brain - type undeter- Years 
gove rise to immediote 
couse (0), stoting the under. ( OVE TO mined. 
lying couse lost. fe 


Paat 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) | 19. ee 
CBS associated with convulsive disorder with psychotic reaction, ves NoO 
20a. ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 


OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED  [20s. PLACE OF INJURY (Home, form, | 20F. (City or tawn) {County) (State) 
Hour 0. m. te, « Prat ait foctory, street, office bldg., ate) | 
p.m 19 fot work [] of work [7] 


21. | certify that | attended the deceased fram,___.QC be Meo ee 1957._, to__March | 8 ___., 19..58.that | last saw the deceased 


alive on....Mexeh. 1 aoe é 1958, and that eon accurred at.3.30._AM, from the causes and on the date stated abave. 
‘ ADDRESS (Street, city or town, stote) DATE SIGNED 


or attending physician. 
MEDICAL CERTIFICATION. 
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be detached for use as the burial-tronsit permit. 


ACTUAL 
SIGNATURE A ND ED. DPS SMS L SESE WUAUS ORDA vat 


TAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificote be executed within 24 hours ofter deoth: Poge 4 


3g 


; sigan 
Zea2 ara ae Sykesville, Maryland 2 ecccecceeee, 
Fd s3° Zo. BURIAL tea Zab. DATE THEREOF Pe NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, toknino (Stole) 
>5. speci 
aa B 2 12/58 Stanislaus Baltimore, “Maryland 
}. FUNERAL D{RECTO! ATURE |. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Bley RR SOM ERT SONS, B08 STERN AVENUE | ; 
15M 9/85 £-) DATE MAR 4 4 '59 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


oat 


03109 


Gove rise to immediote 
couse (0). stoting the under. ( DUE TO 


lying couse lost. @ 


2 aes. Reg. Dist. No. 
g 2% 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If instltution: Residence before admission) 
3s 3 NM 0. COUNTY MARYEARD! STATE b. COUNTY 
“a TON erro Maryland Baltimore Cit 
= Ge b, CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) Ms 
§ 32 RURAL ond give nearest town) v 
3 52 kesville 6 months, 19dpys Baltimore ZY Of 
3 eg od. NAME OF HOSPITAL (If in hospitol. give street oddt 3 ADDRE! A 
= Pe 2 iy Gao (If not in hospitol, give street oddress) d. STREET SS « bgp j 
3 Springfield State Hospital Unknown ves C] NO 
3 
= oo 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
~~ Ve DECEASED» OF 3 
®& 23 (ype or print) Joseph LANDGAST DEATH March 28 19 58 
= = 3 5. SEX 6. COLOR OR RACE of) ArRieD [] | 8. DATE OF SIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
se o yr lost buthdoy) [Months] Doys Min, 
pope 5 Male White 64 BivorceD [] Unknown 10 yn. 
3 3 3 10a. USUAL OCCUPATION [Give kind of work done] 10b. KIND OF BUSINESS OF INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 = os during most of working life, gven if retired) 
Boe Ul. Sy Unknow. Unknown 
g s 8 13. FATHER'S NAM! 14. MOTHER'S MAIDEN NAME 
% 3 8 \ Unknown Unkn own 
Bus 
= +S 8 5. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY.NO. 17. INFORMANT Address 
= a& 1Yex, no sor unknow (Hf yes, give wor or dotes of service} 
8 ae A hag, hath. Springfield Hospital Records 
3 5 g 18, CAUSE OF DEATH [Enter only one couse per line for (o}. (b). ond {ch} Ee LEN 
ee tS PART I. DEATH WAS CAUSED BY: i 
2 5 Rh OEATUMEDIATE CAUSE [o Carcinoma of the stomach Years 
SS ee 7 DUE TO 
2 » 
2 eS : 
= 2 Conditions, if ony, which ry 
$3 
ee 
g 
£6. 
338 
A 
ee 
2 
o 


i 
bb 
Bee 
285 z Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. WAS AUTOPSY 
Ras iS 5 
£33 <| C.B.S. associated with senile brain disease, with psychotic reaction. yes] No 
a 3 & 200. ACCIDENT WAS UNDERLYING 2) ‘2b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port | or Port Il of item 1B.) 
35 & | OR CONTRIBUTING (J CAUSE OF DEATH 
ege © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
* z Sanne oar 
é & ]20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
og ray Hour 0. m. While Nol while foctory, street, office bldg.. etc.) | 
3: : = p.m. 9 Jot work [J ot work (J { 
ast 
= 
£23 
eg s 
£e 
Bes 
£6 
8 


iat 


page 3 shou! 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 hours after death. 


moscian's Edmund Lusthaus, M. D. 
eS 2 : 
PF. A weal 


LIK +, 
Ways) <LELAL eLHv 


3 * = 


72d. LOCATION (City. Jotwpr“or county) (Stote) ‘A 


Laz {1 bnitite, Bil 


[ 24b. REGISTRAR'S = 
rf 


may beiretge 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


TO FUNER. 


dio fh . op. 


% *A nvauna 


pest 7 Yd 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ego" 
~ 3131 CERTIFICATE OF DEATH 3110 


Reg. Dist. No. 


‘equires that the death certificate be executed within 24 haurs offer death: Page 4 


pie ee YO gm we pe = =: 


RIAL, CREMATION, E/T GN (Cy. town, ar county) (seh 
REMOVAL (Speci ty 
ic Ladgt ALL: Fa at B AVA DALN L-77 1, 


EE oA 
oe OBZZp Lisl dott lA at ae 58 eS 


7. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If insitolion: Residence before admission) 
9, COUNTY NRRL b, COUNTY “ 
= uit ana y 
Be b, CITY OR TOWN (iF ounide corporate init, write” Te. TENGTH OF STAY IN 1b ©. CITY OR TOWN (IF outside carporote limits, write RURAL ond give neorest town) 
8 a RURAL and give neores! town) 5 
eS ykes S y_ 6 m d Baltimore ,Md v / 
oo - d. NAME OF HOSPITAL (If not in haspital, give street address) d. STREET ADDRESS: @. 18 RESIDENCE 
ee yi £ OR INSTITUTION ee FARM? 
> No 
s 
ro 3. NAME OF to: 4. DATE Month x 
ce DECEASED iS OF ms pe rd 
2 & {Type or print) e DEATH 19 58 
|. SEX ROR RA in 8. DATE OF BIRT! 9 AGE (I 
=e 5. SI 6. COLOR OR RACE MARRIED E] NEVER MARRIEO [I | 8. DA’ ¥ RTH : ae ts ‘wo <n 
au : W wivowen (] oivorceo 1 = 2 ye. : 
a 
E Bc py \[10e. USUAL OCCUPATION (Give kind of wark dane] 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
=. iy 8 | during mos! af working life, even if retired) and U.S.A 
i a File clerk Marylan eSehe 
i 3 s- 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
68% 
Bee orge ansdowne Leonora. Parks 
£8 3 15, WAS DECEASEDEVER st 5, ARMED FORCES? [1. SOCIAL SECURITY NO. [17. INFORMANT ‘Address 
abe {Yes no. of unknown), {06 yes, give wor or dotes of rervice) 
Pek nkn ield Hosvital Records 
Be 1B. Foie ‘OF DEATH [Enter anly ane cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
£05 PART 1. DEATH WAS CAUSED BY: y d x ee 
pes IMMEDIATE CAUSE (o)__Bronchopneumonia ays 
£28 OORT 
3 
Ber Conditions, if ony, which tb 
BE gave rise 10 immediate 
Sas cavse (a), stoting the under, ( OVETO 
mare lying couse last. 
eee dying couse last. ic} 
e 8 § ie 3 Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO ve ocrk Dis} ‘ssus GIVEN IN PART 1(0)] 19. ee st Ad 
See =| Manic wheelie reaction depressive. t arse es Me ee 0 sno 0 
a8.90 Clintert nheri 
o4 2 5 = He, ACCOR Was UNDERYING iy 300. DESCRIBE Raa TNIURY OCCURRED Eierer nature af injury in Port | ar Part {I af item 18.) 
£2 S - : 
2 B25 5 | (ir EITHER, NOTIFY MEDICAL Examiner) | PG, bumped into another pt, and fell fracturing her right hip 
SSeS & |0c. TIME OF INI oT Yegs h20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Hame, cam iam (City or town) (County) Slate) 
sigs 2 Nees ui, Ds 2/3 | WR Spica cathe factory, sireel, affice bidg., etc.) 
sE28 = a feteork Wal fot ero a A ‘ pathe 1) eae mrall totes 
EONS, = fae: 
Ee Re 21.1 aT a that | attended the deceased fram.___ lO0=20—_____ "19 LI to__ “Gao eee , 1958 that | lost saw the deceased 
fe = 33 olive an________3=22— _______. , 1258, _, and that death accurred at_ 723M, fram the couses and on the date stated abave. 
fe rs 3 = ADDRESS (Street, city ar tawn, state} DATE SIGNED 
a 3 
2g 4 ». Springfield Stete Yospitel __3-24.- 58. 
» 5 PHYSICIAN'S. 
3 NAME (Type), 
o 
2 
e 
es 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low r: 
poge 3 shou! 


TO FUNERA, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ‘ 0 31 1 { 
ote 3132 CERTIFICATE OF DEATH 


e Reg. Dist. No. 


wit 


~ se ay =2 
3 3 = fi 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
é £3. 0. Coury 4 VY MARYLAND f ( b. COUNTY Zh. RELA 
££ Be b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (If outside corparote limits, write RURAL ond give neorest town) 
3 ss RURAL ond give ngorest tows 
ec 32 WA LAA £ 
= eke n d. NAME OF HOSPITAL (If not in pi give street oddress) , d. STREET ADDRESS e. 5 RESIDENCE 
Ca eal a0 OR INSTITUTION, OAT 
2 . yes (] no 
> 
°o S « 7 . 
2 CF 3. NAME OF ‘ First Middl Lost 4. DATE Mont Y 
Ss PECEASED.// S Th Xs Ee “a vi) OM ne 
& 23 (Type er print) i} - E a Beata / yee 19 RS ¥ 
= 28 5 SEK 6. COLOR OR RACE | 7. MARRIED JA] NEVER MARRIED (] 7 DATE OF BIRTH AGE (in yeors |IF UNDER | YEAR|IF UNDER 24 HAS. 
= 22 i 2 2~| ITS =|" bythdoy) [Months] Days | Mi 
Seed ys | Hours in, 
aa tan WIDOWED [] Divorced [] yp Lem. 

nee 
2 (2 ae 10a. USUAL OCCUPATION (Give kind of ik done: 10b. KIND OF BUSINESS OR INDI icrev 11. BIRTHPLACE (Stole gy foreign iniry} 12. CITIZEN OF WHAT COUNTRY? 
3 eet during most of workingylife, even if retired) fh l g vi 
© Ps 4 tet S01 ie. ALi A 
g 5235 13, FATHER'S NAME : 5 

ese Wy)? t 
e 88S ; a y} 
B See tit fie ou (ae At 
See £ x 15. WAS DECEASEDEVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. ey wey ipsa, 4 
= 68§ {¥en 90. oF unknown) y . Na or dotes of service} Y/ 
B gf OMA RIX 92-45 fF Le lenwchethe) [lf 
A Begs 18. CAUSE OF DEATH [Enter only one couse per line for ze (b), ond (c)-] Ubi Moya ees: 

2a 
3S 205 E PART I. DEATH WAS CAUSED 8Y: ONSEr AND ICEATE 
2 °¢- ; IMMEDIATE CAUSE (0 j 
eet, 4 C DUE TO = 2) = 
eign | = W-tlgz0 | S 
Seal a Conditions, if hi 

22 ‘onditions, if ony, which 
s QZES gove rise to immediote 
a Se couse (o}, stoting the under- ( DUE ie Y 
= 52 =e lying couse lost. {c). 
ze $ 5 2 3 Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 40) | 19. Wa 
Ssoisg ole 
wees Ka ves] NoC] 
iA 2 3 & = 20a. ACCIDENT WAS UNDERLYING []__ | 206. DESCRIBE HOW INIURY OCCURRED. (Enter nature of injury in Port | or Port Ml of item 18.) 
#355 - & | OR CONTRIBUTING [J CAUSE OF DEATH 
Zeess & | (F EITHER, NOTIFY MEDICAL EXAMINER) 
g ce 36 & [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, | 201. (City or town) (County) (Stote) 
$5 89s s deur oo Niche site ri foctory, street, office bidg., ofc.) ! 
< gee Z p.m. 19 Jot work (J ot work H 
2.55 F ci = 

3 es 3 21. | certify thot | attended the deceased from _Viert= 3.0. AK, ta MearseAy/ _., 1934 that | last saw the deceased 
ao 2 . Fas p 
3 2 3 i alive on__Mehene he ff WS. cae and that death occurred a ‘fi 4_M, from the causes and an the date stated abave. 
& = O36 DDRESS (Street, city or town, stot ATE SIGNED 
<560 5 a > 
apes s Slewaturi MD. MAwehe 2G 3 Cae md 3, (0). a 
= car Manel 
2 4 i PHYSICIAN’: 2) 
Eee a NAME we Weld Fotrd MO _ fas ALC lester LO. 

. SS 
BEBO 720. BURIAL, CREMATION, | 22b. DATE THEREOF 2s, NAME OF re OR Be. a3 746 LOCATION (City, town, or ea) (Stote) // 
Qa as ie (Specify) f/ 

eS (LE: tpi Titi ¥| UYlitice, a CeCe; A 
Pe 


3 
Pal 
2a 
‘= 
- e, 


NERAL DIRECTOR'S SHGNATHRE ‘ADDRES: 5 or ha. REC'D BY REGISTRAR | 24b. REGISTRAR'S “SIGNATUR 
y) He ee MARI 7" 
955 : A [ee I INT aN ETN. Ut DATE 17'58 zee 


$A nvaund 


Sel 41 WWW 


Wane” e 


¢ law requires that the death certificate be executed within 24 hours after death: Page 4 


by the haspital ar attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: Th. 


re 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


= 


03112 


gove rise 10 immediote 
couse {0}, stoting the under- DUE TO 
tying couse lost. ta 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mo} | 19. Bee 
Involutional psychotic reaction, with arteriosclerotic features ves) no) 
200. Teena WAS UNDERLYING (1) 20b. DESCRIBE HOW RR Os OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.) 


OR Ci ING [7] CAUSE OF DEAT! 
(IF cineee NOTEY MEDICAL EXAMINER) 


20. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED —_|20e. PLACE OF INJURY (Home, form, 1 20. (City or town) (County) {Stote} 
Hour. m. While _ Not while foctory, street, office bldg... etc.) 
p.m, 19 {ot work (] ot work [7] { 


21. 1 certify that yao the deceased from._.2) ce: ae a ala rely 2 2 128 __ that | last saw the deceosed 


ae fi Reg. Dist. No. 
oe ee 
3 7 ly bers ag tal im ie a RESIDENCE (Where deceased lived. If institution: Residence before admission} 
° 
33 Carroll MARYLAND Maryland COUNTY 
% 8 'b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
3 RURAL ond give nearest town) i, 
$2 ete 15 days Baltimore , 
= “a - AME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e Pe As 
‘sa } 

. / pringtield State Hospital 3716 Oakmont Avenue Yes] NO BY 
w5 3. NAME OF First Middle lost 4. DATE ‘Month Day Yeor 
Ue DECEASED - . OF 
ete (Type or print) DOVIE THURSTON ARDELIA LOO. DEATH 3 20 ty. 58 
=o 6. COLOR OR RACE [7. MARRIED [-] NEVER MARRIED [-] |8. OATE OF OIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
= los thdoy) Min, 
Fe wecweoty. wench | 8/23/9 ‘HA Golhealid 
eg cn 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND SUSINESS OR INDUSTRY | 1). BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
2 HL 7 during most of working life, il Lege . +4 
zee § housewife <= Virginia USA 
: 8 / |¥3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
&8 . 

3 William Taylor Katherine Loone: 

mee 

£2 :: WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 

& & Divriceelesltere) Wi (ER yontgre <erafiaoe ketal 

P no unknown Record, Springfield State Hospital 
S 8 18. CAUSE OF DEATH [Enter only one couse per line for (0). {b). ond (c)-} INTERVAL BETWEEN, 
=a PART 1. DEATH W, . . 
S§ : 2 IMMEDIATE CAUSE fol Coronary Occlusion 

esi q f DUE TO 

> ; : ; , 

4 Conditions, if ony, which w»_Arteriosclerotic cardiovascular disease 

z 

& 

3 

€ 

3 

ee) 

3 

2 

° 

& 

4 
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MEDICAL CERTIFICATION 


be detached far use as the burial-transit permit. 
the registrar priar ta burial, cremation, ar remaval, and in any event within 72 hours offer death. 


= 
= 
i alive on_. =. 18 2.-M, fram the causes ond an the dote stated obove. 
8 ADDRESS (Street, city or town, stote) DATE SIGNED 
2 Senate _YOPOMER A 1YIVI? MA no, Sykesville, Marylend 3/21/58 


2 PHYSICIAN'S 
ome NAME (Typ) Gertrude M. Gro. Sykesville, Maryland, Snringfield State 
7 SR Wah ee Dd Ee A rr) Ge 9 .MaryiLand 2.2072) igiield state 
3 2 a 220. BURIAL, CREMATION, | 22b. DATE THEREOF Re. ms OF ae OR CR ei Ud. ee ie town, opfounty) “ ate) H OSPpe 
a2-2 A LOPS (Specify) of Sh i, Sh 
Eo a Dirt CBC 2 
ign 4 BY REGISTRAR . REGISTRARS SIGNATURE ~ 
ts | ee Sid, nNOS 
15M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
03113 


319g °° ‘CERTIFICATE OF DEATH 


Reg. Dist. No. 


sé 
£F 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. IF inslitution: Residence before admission) 
£3 cin ai Carroll MARYLAND SST b. COUNTY 
ae ° 
es b. CITY OR TOWN (IF outside corporote limils, write] ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (IF outside corporote limils, write RURAL ond give nearest town) 
so RURAL ond give nearest town) Balti City Vv 
sz al>imore " 
25 
og TINANE OF HOSPITAL At not in hospitol, give street oddress) d. STREET ADDRESS @. IS RESIDENCE 
a Ya OR INSTITUTION ON A FARM? 
’ Sykesville Nursing Home, Fi Avenu e 3511 W. Belvedere Ave. Yes [] No 
iP 3. NAME OF First Middle tow! 4. DATE Month Cay Yeor 
3 igeeiet ati) DOMINTCK MANNO Beara O, 1958 19 
8 5. SEX 6. COLOR OR RACE |7. MaRRiED[] Rae MARRIED [-] | 8. OATE OF BIRTH WAGE (In oan IEUNDER 1 YEAR]IF UNDER 24 HRS. 
¢ Spor es |e 
A ma wipoweD Cy Divorced [} No 1 188 yrs. 
8 10a, USUAL OCCUPATION (Give tie Fi wes gone] 10b. KIND OF BUSINESS OR INDUSTRY /11. BIRTHPLACE {Stole or foreign sant 12. CITIZEN OF WHAT COUNTRY? 
luring most of working life, even if retir: 
a en q Barber Shop Italy UeSehe 
J 13. FATHER'S NAME 14. MOTHER’S MAIDEN NAME 
unknown unknown 


- WAS EE a bd INU. Ss. ie “Aigo wa 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
cette Reg reseic ou staal 4 2 
no none Mrs, Josephine Réich,5215 Wilton Hgts. Av.Balfo. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond {e).] NSE NEI: 


Then pleose remov 


PART I, DEATH WAS CAUSED BY: ¢ D 
IMMEDIATE CAUSE (0] 
“ DUE TO 


Conditions, if any, which i. 
gove rise to immediote 


co¥se (0), stoting the under. ( OVE TO 
lying couse lost. (2 
Pant il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART {op} 19. ee teat! 
a a . ? 
x Diabetis ves 1] NOX 


cate has been signed by the offending physician and campletely filled i: 


be detached for use os the burial-tronsit permit. 
the registrar prior to buriol, cremotion. or removol. ond in any event within 72 hoyfs after death. 


200. ACCIDENT WAS_ UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port It of item 16.) 
OR CONTRIBUTING At CAUSE OF DEATH 
UF EITHER, NO} DICAL EXAMINER) No ne 
20c. TIME OF eulehs Gath, ae Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, Heo {City or town) {County} {Stote) 
Hour a.m. While. lot We"O foctory, street, office bldg., etc.) 
pm None or work ore H 


Zz 
9 
3 
= 
& 
a 
Vv 
z 
] 
6 
Fr] 
= 


=< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 haurs after deoth. Page 4 


Fy 
Lord 
BE 
3 3 21. | certify that! attended the deceased ees W927, ta B=LO= _____., 19.28. thot | last saw the deceased 
Be alivesan pes ee, 12... and that death accurred at 8 _---+2M, fram the causes and on the date stated abave. 
eS 4 a ADDRESS (Street, city or town, vg DATE SIGNED 
> y 

& tie MO. aL Mawar bog hei late WO St 
z . cies Caples, M, D 6. Hanover Ra, Ri 
2 Z % ‘2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY yee ay (City, town, of Sar (Stote) 
Oat R Ma athed ery Wilmington, Delaware 

- 23. ry L DIRECTOR S SIGNATURE ADDRESS 2d. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Baya Yr Z Tae renhbll Park Hgts, Av,BalitoMdjoaten « al 


he duiy 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death cer: 


03114 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
3999 CERTIFICATE OF DEATH 


soll 


Reg. Dist. No. 
1. PLACE OF DEATH 2 USUAL RESIDENCE (Where deceased lived. IF ination; Residence before admistion) 
i °. Pp, ° , b. COUNTY 2 4 5 
ARR GL MARYLAND | D>. "A PRL ee 


b. CITY OR TOWN [If outside corporate limits, write 
RURAL ond give neares! town) 

iA/ APIS 

cd. NAME OF HOSPITAL 
OR INSTITUTION-—- 


¢. LENGTH OF STAY IN 1b 


c. CITY OR TOWN (If outside corporote limits, write RURAL and give neares! town) 


WESTSU/N 871-3 


d. STREET ADDRESS ; ©, 1S RESIDENCE 
Z wan 1 ON A FARM? _- 
A h > hy ves] not.) —~ 


e funeral director, 
ould,be filed with 


(if nat in hospitol, give street oddress) 


GO 


¢; 


3 ; 
= 6 P OF Fint : Middle Month Doy ‘Year 
oi DECEASED | { je ivyic INC} —- OF N/ > / ea 
= 3 (Type or print) ! igs mie } /A / ib pare 7A Cid 5 v3 ¥ 
So 5. SEX 6. COLOR OR RA Of B. DATE OF BIRT! 9. AGE {I 
é * : ire) s ‘CE 7. MARRIED [] NEVER MARRIED [] ie TL sg + ian olindey eo 
3 = 4 wipoweD [— —_dIVoRCED ["] itl ) / $ fe fb ss Zs 
A Va." USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


eath- 


, during most of working life, even if retired) 


Ely & 


“] BD: USA 
ol % 14, MOTHER'S MAIDEN NAME 
, Ea a7, & ae | 
LALWEL A. Ais TS AR WER AVG BS : 
15. WAS DECEASED EVER IN . S. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFOR NT oe ‘Addres; 12, 4 TE fe bb vi 
(Yes, 9g. of unknown} AIF yas, give wor or dotes of vervice) a - M - P i } >A shee i a 
‘2 Wow SHEL b JEL We'striysieelhs 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), ond (c).] INTERVAL BETWEEN 


« 
1. DEATH W. : o a y A ONSET AND DEATH 
PART |. OEATH WAS CAUSED BY; ae Fb pen he [the Kept —o (y 


DUE TO 


~ 
2 
& 
o 
e 
i 
3 
3 
3 
s 
6 
a 
3 
= 
a 
a 
= 
= 
= 
2 
2 
a 
3 
& 
x 
® 
2 
a 
fo 
rt 


in 72 haurs ofter 


Then please remave carban pa 


Conditions, if any, which " 
gaye rise to immediate 
cotse (0), stoling the under- 
lying cause lost. oy 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[c)]19. WAS AUTOPSY 
ves] NO a 


20a. ACCIDENT WAS UNDERLYING (] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port II of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(iF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, } 20F. (City or town) {County) (State) 
Hour 0: m. While Not while foctory, street, office bldg., etc.) t 
Pom. 19 Jat work [J ot work [] Hl 


21. | certify that | attended the deceased from._______. Lil 2g. WIL, 0.2 ek F194 Y thot | last sow the deceased 
causes and on the date stated abave. 


ADORESS (Street, city or town, stote) <~DATE SIGNED 
13 LS Man (jotPerinaler $F 
2—sr 


cate has been signed by the attending physician and campletely 


fhe burial-transit permit. 


nding physician. 


MEDICAL CERTIFICATION, 


CTOR: After this certifi 


be detached far use as #! 
the registrar priar to burial, crematian, ar remaval, and in any event wi 


3 Maw flelealnsT ey bef 


TE 
‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF Zac, NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (State), 
REMOVAL (Specify) j7> \Y  y gy os fas , 57 Py We } 
Shiith LEJSIENCLE 17 len? Wed? MW STER) Ip. 
j . y, A, 


may be retoiped by the hospital ar 


page 3 shan 


TO FUNER. 


2da. REC'D BY REGISTRAR | 24b, REGISTRARS SIGNATURE 
~ 


VS ANS (4) 
15M ws 


1 


HEALTH DEPT. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ie 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH O3115 


R STA’ ' Reg. Dist. No. as 
t PLACE OF DEATH 2 135 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) — 
. COUNTY 
r Carroll eauo te oe M b. COUNTY 6 
M e-! r 
b. CITY OR TOWN (It outside corporate limit, write RURAL c, LENGTH OF STAY IN Ib ©. CITY OR TOWN {If outside corporate limits, write RURAL ond give nearest town)” = 
ond give nearest town) J 
T 8 days Baltimore : D Lo -gahT Wes 
d. NAME OF HOSPITAL OR INSTITUTION [If nat in hospital, give street address) d. STREET ADDRESS e ON EERE 
‘s 
ta: Springfield State Hospital §——s||_ ~— 3163 Keswick Road ves [Nose] 
3. NAME OF 7: = ee PT -~ 4. DAN a r Verena 
DECEASED. First Middle Last Pe Month 
{Type er print) Charles Truman MATHIAS DEATH March 
5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED []| 8. DATE OF BIRTH 9. AGE in yon 
 bicher) 


2, ond 3 to the fun: 
File pages 1 ond 2 with the Sto!e Boord of Health, 


any event within 72 hours ofter death. 


transit permit. 


: This certificate should be executed within 24 haurs after death. If any deloy is necessary. please 


e, writing the word “‘pending™ in pencil in Item 18. Give Pages 1, 
ded ta the Chief Medical Examiner's Office along with form PM3. Page 5 moy be re 


RECTOR: Page 3 should be used as a burial 


a 


or its designated agent, prior to burial, crematian, ar removal, and in 


execute th: 
4 should 


TO DEPUTY MEDICAL EXAMINER: 
TO FUNER, 


VS. AISME 
8M 2/57 


ys 


Male White wiboweo ff —vivorcep FE Ryn. 
100. pesbeiges oceea nee kind of work done] 10b. KIND OF BUSINESS oR INDUSTRY 1 PLACE (Stote or foreign country) ~~ 
dur chine even if retired) 
‘orker in Maryland 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Unknown Unknown 


June 9, 1879 


2. CITIZEN OF WHAT COUNTRY? 


U.Sake 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT a a 
eA. ae coe mal ts | Springfield Hospitel Records —_ - 
18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond {c).] - = . ~ mm £ INTERVAL setwcEN a 
PART). DEATH MEDIATE CaUSE fo) Arteriosclerotic cardia vascular disease Years _ 
ie SY OUE TO 
Conditions, if ony, which bo ; 23. f ‘a 


to immediate coure 
the underlying 


DUE TO 
te). — ~ — 


C BIS LAIWBUS WEEN PUHUNG “BENTH ode BERLE NPL EH "BE EHOULS HEMET URN’ OVEN Parr “re eaeautorss 


yes] No 


PRIMARY (3 ar CONTRIBUTING O 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day, Year 


‘20. nr Bias CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port It of item 18} 
Ct 


20d. INSURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1 20f. (Cily or town) (County) ~ {Stete) 


factory, street, office bidg., a! 


Sele 


MEDICAL CERTIFICATION: 


Hi .m. Whit Not whit 
i P. HS 19 ot work o one, "D 
21. certify that | took charge of the remains described above, held an Autopsy [], Inspection PJ\ Inquiry {40 and in my 


resulted from: Natural causes, er (1. Suicide (J, Homicide [7], Undetermined manner [] 


qd 
s/s ? h Ap ae he Mp, CHIEF MEDICAL EXAMINER [1] bal 


ASSISTANT MEDICAL EXAMINER oO 


dames T, Marsh 5 My Dd, DEPUTY MEDICAL EXAMINER [2 : 3/ 26/' 58 ’ 


Tio. are’ 22b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (State). 
R specify 
DAe a-si-s& MEADOW BRANCIF CARROLL Co 


t 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a, REC'D BY REGISTRAR | 24b REGISTRARS SIGNATURI 
A eo ze 3eQse/I-1 htt pare “MAR 2 7 ‘58 Oudeauh 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
31: CERTIFICATE OF DEATH 


1, PLACE heal Zola UsuAt ee leceosed lived. If 
2 COUNTY Carroll County Morviend i OaNne 


b. CITY OR TOWN (If outside corporote | fl ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside carporate limits, write RURAL ond give nearest tawn) 
RURAL and give nearest town) 
Sykesvil] 1 mo. 2 days Baltimore City 


ee: Sia tea a nit 1 Dios eB ‘ ane 
Springfield State Hospital 208 Orleans Street ves () No Gi 
3. NAME OF First Middle Lost 4. DATE oo Doy Yeor 
(Type or print) Noland Medinger SEATH 16 1908 


5. SEX 6. COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED [2] | 8. DATE OF BIRTH 9. AGE {In yeors IF UNDER 1 YEAR] IF UNDER 24 HRS. 
pin ‘Months Hours Min. 
Male White _|wiwowen tl] _oworcen 5-15-1887 yi, 


1a. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Huckster Maryland 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Harry Medinger Julia Bohlfing 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 


(Yas, no. or unknown) (1 yen, give war or dotes of service) 


Yes Worl War I unknown Hospital Record 
18, CAUSE OF DEATH [Enter anly ane cause per line for (a). {b), and (c).] INTERVAL BETWEEN 


q SET AND DEATH 
PART 1. DEATH WAS CAUSED BY: 3. > 
f , IMMEDIATE CAUSE (a) Coronary Occlusion weeks 


DUE TO 


Bhittonycohith bs Arterioscierotic cardiovascular disease [ree 


to immediote 
couse (0), stoting the under, ( OVE TO 
lying couse lost. el 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1a), 19, Seen 
hronic brain syndrome associated with senile brain disease, with psychptit] No 


C 

Oo. ACCIDENT WAS UNDERLYING [] | 200. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part Far Port Il of item 18.) ; 

‘OR CONTRIBUTING C1 CAUSE OF DEATH f reaction. 
EITHER, NOTIFY MEDICAL EXAMINER) 


he funerol director. 
should be filed with 


+ 


I 


icion and completely filled 


Then please remove corbon popers. Pages | ' 


(le 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 200. PLACE OF INJURY (Home. farm. 120. (City of tawn) (Cavaty) (State) 
Hour o. m. While Nat while factory, street, affice bldg., etc.) | 
p.m. 19 Jot wark [7] ot work [7] 1 


21. | certify that | attended the deceased from,_.2=1y1958 __, 19. 
alive on_ 3-16 De ge Nee a, 19_58 --, and that death occurred at, 10: sok 


RECTOR: After this certificate hos been signed by the ottending physi 
MEDICAL CERTIFICATION 


be detoched for use os the burial-tronsit permit. 
the registrar prior to buriol, cremotion, or removal, ond in ony event within 72 hours ofter_decth. 


# 


NAME (hol Gertrude M. Gross, M.D. 


To. ain tec ‘Tb. DATE THEREOF ‘Tic. NAME OF We ETERY OR CREMATORY ity, fawn, of county) (State) 
VAL ify) = 
3/19/58 _\Barzo. Agrianne Com. | Bacro. fie 


2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


ra 8 Drama QA. DATE MAR 2? } ‘Sa. Cis Gey 


may be ret 
TO FUNERA, 
page 3 sh 
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MARYLAND STATE Prete OF ey ago aaa aa 18 


“on CERTIFICATE OF DEATH Wynes yi 


1, PLACE OF DEATH z ages RESIDENCE {Where deceased lived. If institution: Residence before odmission) 


oo. COUNTY b. COUNTY 
tary and 
b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 


RURAL ond give nearest town) 2, 
29 y Baltimore DVO, Ve 


d NAME OF HOSPITAL (If not in hospitol. give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 


ering field Hospita _3706 Columbus Drive ves F] NO Oo 


3. NAME OF First Middle Lost Is DATE Month Doy Yeor 


DECEASED rey A 
(reer) Benjamin —Luume Nerenbloom Dears = March 2 1998 


5. SEX 6. COLOR OR RACE |7. MARRIED GJ NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
—" re Months] Doys | Hours] Min, 
ma white wioowen [] Divorceo [] if ? 7 yes. 


Ta. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY] II. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Ta QO Russia UeSeAc 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Harris Merenbloog Ida Friedman 


1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


PT lola Fe se Records of the Springfield Stet Hospital 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c). INTERVAL BETWEEN 
Y Ls ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: yy fc 
IMMEDIATE CAUSE (0) Pneumonia 


YGS 7 a DUE TO 


Conditions, if ony, which (bo) 
ove rite to immediote 
couse (0), stoting the under, ( OVE TO 
lying couse lott. a 

Pant I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ei 19. WAS AUTOPSY 


REFORMED? 
hizophrenic reaction ,Hebephrenic type ves] NO 

200. ACCIDENT WAS UNDERLYING 1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port { or Port Il of item 18.) 

OR CONTRIBUTING (] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


od 


he funeral directar, 


should b 


* 


Poges 1 


Then please remove carbon papers. 


a 
20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 2Ce. PLACE OF INJURY IHome, farm, 1204, {City or town) (County) (Stote) 
Hour 0. m. While Not while. foctory, streel, office bldg, set 
p.m. 19 tot work [7] of work 


21. t certify that | attended the deceased fram. ee ee: , 1958. that | tost saw the deceased 


alive re oR 2 SB... and that death me an fram the causes and an the date stated abave. 
A ADDRESS (Street, city or town, stote) DATE SIGNED 


ACTUAL 
SIGNATURE 


MEDICAL CERTIFICATION 


detached for use os the buriol-tronsit permit. 


ECTOR: After this certificote has been signed by the attending physicion ond completely filled 
the registror prior to burial, cremotion, or removal, and in ony event within 72 hours ofter deoth. 


be 


) 


PHYSICIAN'S, 
Ligh a AME (Type) _UaLUSr __Anopp __ g 


[220 /fuRiat. JURIAL. CREMATION, | 2b. DATE THEREOF , | 20 mere > bp, EE ca ilgs OR CREMATORY 72d. LOCATO 9 (Civ. towny or county) (Storg) 

aenerns & sry) oT c 
Leu —- 3 aie PEs 
yRESS 


i ‘UNERAL ome OR'S SIGNAFORE Ze 0 2éo. REC'D BY REGISTRAR | 24b. ae S ay ji 


MEJL Tousen AlCo ERIE 2 Cea pea cris ayes 


poge 3 sh 


may be ret 
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MARYLAND rare TE DEPARTMENT, se 18 


3138 |" CERTIFICATE OF DEATH Q31iS 


Reg. Dist. No. 


— me 
2 2" 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution Residence befare odmission) 
~ $F oe" Carroll mamma || °°" Maryland a 
£3 8 b. CITY OR TOWN (If outside corporate limits, write |. LENGTH OF STAY IN Ib c. CITY OR TOWN {If avtside corporote limits, write RURAL ond give nearest town). / 
v4 g RURAL ond give nearest fawn) x \ 
eS enryton 271 _days Baitimore SV o/-“ 
2 a “ 2. acerca (If nat in hospital, give street address) d. STREET ADORESS e uA 
ee Taian sy . 
ra & 7 Henryton State Hospital 1825 Orleans Street ves] no] 
2 5; 
= < 3 3. NAME OF First Middle lost 4. Date Month Ooy Yeor 
S Es iverson Ang Clarence Miles DEATH March 9 1958 
= se. 5. SEX 6. COLOR OR RACE |7. MARRIED [J NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
3nd 9" thday) [Months] Days | Hours] Min. 
ey 8 Male Negro _|wwoweot] _ovorceoO) | Dedember 28,1908 rn. 
2 Eke 10a. USUAL OCCUPATION (Give kind of work done] 0b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign He 12, CITIZEN OF WHAT COUNTRY? 
g nA g 8 during most of working fife, even if retired) 
3 zeey HeJper-Caroi's Coal Co. Chester, S. C. U. S. A. 
if 42 ; sp / [1a FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
a, 
© S56 " 
3 Sor Will Miles Mary Stewart 
2 3 8 3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
5 as eI (Yes, ao, pal (If yes, give wor or dates of service) 56 A 0G. MAL 1825 OvilsansLStrest 
So aets ° -09= ndy_ C. es 
£9 
3 8 a 18, CAUSE OF DEATH [Enter anly one cause per line for (0), (b). ond (c}-] INTERVAL BETWEEN 
& 245 PART 1. DEATH WAS CAUSED BY: - s sat 
2 o¢ 2 ; IMMEDIATE CAUSE (o}_ Cardiovascular insufficiency _May, 1957 
es £é $ [2 DUE TO 
Pes ees ’ . 2 
E z qi aie ony. which w_Far_ advanced pulmonary tuberculosis 
SESE couse (a), toting the ynder- ( OUETO . 2 
g2ge tying couse lost. «Maxillary tumor left, severe anemia 
22 5 4 re Paer Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)/ 19. hes AUTOPSY 
essa 9 — ——=< Pe ae ERFORMED? 
iernien > < 1S O seo 
ea5g.20 ] 
= if = 
Foy a $ = } 200, ACCIOENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part Il af item 1B.) 
Zsa. & | OR CONTRIBUTING C] CAUSE OF DEATH 
<5 veo G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
oft .eé¢ = 
Psszes &S [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City ar town) (County) (State) 
S58 es a (et on While Nat white factory, street, office bldg., oa) 
EsEPE§ = p.m. 19 lot work [7] at wark 
3 Malate 
ges =e 21.1 certify that | attended the deceased from July 11, 19.57, ee Nd , 192.29 that | last saw the deceased 
rere 8 
Zee $3 ative oe a . 19__58_, and that deoth accurred ot 9 U5P Mm, fram the causes and on the date stated abave. 
Ge 
e~-O3 ADDRESS (Stree!, city or town, state) DATE SIGNED 
ere ved 
SG CT 
“R 235 
“a4 
eh 3 PHYSICIAN’ 
xem Name (tyes, Dre Edgars M. Maculans Supt. seein Suitne Soll Bc sanity Wie cad 
& 33 3 ? To. wny CREMATION. Fb. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City, town, or county) (State) 
) io pec O 
ae ag f B/S /E 8 |Gladen Cem ST et. oka 
iS 


23, LUNERAL ore soa Aer ae 24a. REC'D BY REGISTRAR ‘Dab. REGISTRARS SIGNATURE 
vss cys Pilih /4i2 Ph aed Le ow A 


' CYT ROL 


; MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 _ 
3139 CERTIFICATE OF DEATH 03119 


call 


we % Reg. Dist, wd 
Ss | a 
2 i fii 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where dereased lived. If insitution: Residence before edmision 
Sx °. , °. b. COUNTY 
32 <a gree L, Se (LAND: aero 7 
Be b. CITY OR TOWN TF outside corporate limils, wrile | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If dutside corporole limits, wrile RURAL ond give nearest lown) 
ot RURAL ond give neorest town) 
Se HAMPSTEAD MD | F fo wd, 
ed a a. NAME © Cig (F not in hospitol, give street oddress) d. STREET ADDRE 15 RESIDENCE 
me Ord ’ A 
‘ JW: MA St Bad M1 Rin st ves 0] NO Ba 
= 6 3. NAME OF Fi dl Last, 4. DATE 
6 ea ist Middle st DA Month Day Year 
3 (Type or print) LOB RGA ANY. Ld / fw a DEATH Lerch 19.47, 
: 9. AGE (In yeors [IF UNDER 1 YEAR) IF UNDER 24 HRS, 


lost birthdoy) 


pases 6. COLOR ORRACE |7. MARRIED PANEVER MARRIED [-] | 8. DATE OF BIRTH 
Va 2 /e Uh TE \woows — oworeo av. 24, /FF 


10. USUAL OCCUPATION id kind or work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 


12, CITIZEN OF WHAT COUNTRY? 


# duging Prot oC Loria life, gven if retired) 
3 fro y One APE 1A 4.5 As 
3 ] 13. FATHER’S NAME V4, MOTHER'S MAIDEN NAME 

BL Le PA 1H @ ot Ad | Of Lott ph 


18. WAS DECEASED EVER IN U. S. ARMED FORCES? |14. SOCIAL SECURITY NO. |17. INFORMANT iddress 


Yes, no, or unknown) {tf yes, give wor or dates of service} | : k OC /), 
LED 12-01-§024 Geor Wed 
1B, CAUSE OF DEATH [Enter only one couse pegline-for (0), (b), ond (c). INTERVAL BETWEEN 


ONSET_AND DEATH 
PART |. DEATH WAS CAUSED BY: Atle # Coll Ble old. é. Z 


vod IMMEDIATE CAUSE (0} 
f OO, DUE TO 


Then please remave corban papers. 


Conditions, if ony, which to 
gove rise to immediote 


quires that the deoth certificate be executed within 24 haurs after death. Page 4 


cose (0), stoting the under. ¢ SUE TO 
lying couse lost. to 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)|19. WAS AUTOPSY 


PERFORMED? 
ves] NOL 


20c, ACCIDENT WAS UNDERLYING C]__ | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
‘OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) rae ie 
20c. TIME OF ag Month, Day, Yeor |20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Store) 
Hour While Not Ae feces speetc street, office Bldg., etc.) ¢ 
ee m. ~~ "19 lol work FLatwork H — oe 


21. | certify that | attended the deceased wang 7 LL. 19d, L, oLZare: 222... \9bd thot | last sow the deceased 
alive an. 4 us Ae 122. = and that death occurred ot AR M, fram the causes and an the date stated abave. 


ADDRESS (Street, city or town, stote) DATE SIGNED 
tie etl lh LBrtebc vo ._Maupstian. Dd... Yu 
NAMES Pe)- ae he Aan ed LLL sh Lill Med eal Pees =AD  LVar Latydes a 


[220. BURIAL! BURIAL, ey. CEMETERY OR CREMATORY 2d. oa ON > town, or sounty) SI 
SEMOVAE Of’ Af F qe, 
tes AA Ah te Ce, Z 


ate has been signed by the attending physician and completely filled iy 


Ws 
Q 
= 
< 
a 
= 
= 
& 
& 
u 
=z 
a 
g 
= 


|, erematian, ar removal, and in any event within 72 hayes 


by the haspital ar attending physician. 
be detached far use os the buria!-transit permit. 


ECTOR: After this certi 


¥ 


the registrar priar ta burial, 


page 3 shau, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low re 
may be ret 


TO FUNERAI 


‘24a. REC'D BY REGISTRAR Ch 'S SIGHATYMRE 


pare APR 1 '58 


- 
iis 
: qa 
: and 
- 


& 
3 


he funeral 
and 2 shauld be filed with 


+ 


eee Poges | 


the registrar prior ta burial, crematian, or remaval, and in ony event within 72 hours ofter d; 


Then please remove carbon 


The law requires thot the death certificate be executed within 24 haurs after death. Page 4 


9 physician. 


CTOR: After this certificate has been signed by the attending physician and campletely filled i 


by the hospital or att 


aw: 


page 3 shov/d be detached far use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
may be re! i 


TO FUNER. 


I 


eA 


03120 


Reg. Dist, No. 


MARYLAND STATE DEPARTMENT va 18 


; “sci #2, GERTHFICATE 


1, PLACE OF DEATH e Husa oe (Where deceased lived. If institution: Residence before admission) 
ee MARYLAND || °° . : b. COUNTY 
A and Washington 
b, CITY OR TOWN 7 outside corporote limits, write { ¢. LENGTH OF STAY IN Ib va city OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neoresl town) ‘ y 
S esville y 8 m 26 a BoensbereyWd Sharpsburg Ix 9 
}. NAME OF HOSPITAL [If not in hospitol. give street 12.3 d. STREET ADDRESS @, 1S RESIDENCE 
Or INSTITUTION ON A FARM? 
grieid a = 2 Reeders. Nursing xHomex yes ase 
3. NAME OF First Middl 4. DATE 
hes irs idle tot ba Month Doy Yeor 
(Type or print) Minnie Agnes Nicodemus DEATH D 29 19 58 
5. SEX 6. COLOR OR RACE |7. MARRIED (_] NEVER MARRIED [-] | & OATE OF BIRTH 9. AGE {In yeors [lf UNDER 1 YEAR| IF UNDER 24 HRS. 
loge ining) Min. 
¥ W WIDOWED ff] pivorceo [J unin 8h yrs. 


12, CITIZEN OF WHAT COUNTRY? 


U.S.A. 


Wa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired) 
Housewife Maryland 
14. MOTHER'S MALDEN NAME 


13. FATHER'S NAME 
Franklin Delaney Amelia Kaplan 


15. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY ls INFORMANT Address 


(fas, 0. 0¢ unknown! (yer, give wor or dates of ternice] 
sat y Springfield Hospital Records 


_no unkn 
eg PRATIMMEBIATE CAUSE fo] Cardiac Asthma due to Arteriosclerotic heart 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] INTERVAL BETWEEN 


ONSET AND DEATH 


DUE TO 

Conditions, if ony, which t)___Disease years 

gove rise to immediote 

couse {0}, stoting the under. ( OVETO 

lying couse lost. ©). 
z Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH ey ws IT bite TO THE TERMINAL DISEASE CONDITION, GIVEN IN PART I(0)| 19. Hes AUTOPSY 
F3 . 
=] C.B,S. assoc with distirbamce o ism growth or nutrition with REORMED? 
<l/ so ms es a i O vom 
S|senite brain disease with ho 
= 200. ACCIDENT WAS UNDERLYING O) 20b. DESCRIBE TOW HNUURY ‘OCCURRED. “(Enter noture of injury in Port | or Port Il of item 1B.) 
& ] OR CONTRIBUTING L] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
G [20c. TIME OF INJURY Month, Doy, Year 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, 120 (City or town) (County) {Stote) 
H Hee, Sem: Wikial ae Rem skins foctory. street, office bldg., are) | 
3 pom. 1 fot work [1] of work 


, 1998. that I last saw the deceased 
AM, from the causes and an the date stated abave. 


ns ADDRESS (Street, city or town, stote) DATE SIGNED 
SoWAtoR (ee w Springfield State Hospital = 3=29~58 
_ aes dnd _Lustheu: Sykesville, Maryland. _ 


Zax cy aes Fe 2b. DATE THEREOF Te Nah NAM iE OF YY OR CR TORY 22d. LOGATION (City, town, ar county) ote) 
ESTE ate ore COALZAIN CLES “D 
2. 


‘do. ie D fa Seca of 24b. REGISTRAR: NATURE 


pate APR1 '58 () wer a8; 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificote be executed within 24 haurs after deoth: Page 4: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 03 ‘ 9 1 
£4 mG CERTIFICATE OF DEATH Reg. Dist. No. 


1, PLAGE OF DEATH my 2. USUAL RESIDENCE (Whece deceoted lived, I institution: Residence betore odoision) 
b. COUNTY 
BRRGLL. 
b. CITY OR TOWN fe sare som a write |e. Ps OF STAYIN tb || c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
yp = give neozest town) 


NEW W/WdDSé6R 
faite s HOSPITAL (If nat in sa give street 2 


d. STREET ADDRESS e. 1S RESIDENCE 
oo Day ITUTION i ol 


7oR. SZ ves) Not 
3. ae First Middle 4. reg Month Day Yeor 
typeor ein) FLOM ENCE  ENGLAK Wor fan / BP 2 wSs¥ - 


5. SEX 6 COLOR OF RACE [7. MARRIED] NEVER MARRIED [] | ® DATE of os 9. AGE (In sa IF UNDER 1 YEAR] IF UNDER 24 HES. 
Ee ost birthday) Be = 
WwW winowen fa _ vworeo OO} YAP &- /F FZ we ieee vt eal in. 


Wa. USUAL OCCUPATION (Give kind of work dane|10b. KIND OF 8USINESS OR INDUSTRY [11 BIRTHPLACE (Stote or foreign country) V2, CITIZEN OF WHAT COUNTRY? 


se 
53 
53 
22 


=a 


w 


Poges 1 


# during most af working life, even if retired) 

3 la MOLL LIBRVYLA XD Via 
8 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

: LPR EL/zZp fb oP sisted 
3 

2 

~ 


5, Tagan = NUS. =the FORCES? [16. SOCIAL SECURITY NO, 17. INFORMANT ‘Address 
(Yes, no. oF yegern If yes, give wor or dates of service) / 
Neh LWLD J ALR NEW Winoso R  f20 


18. | |is. cause OF DEATH [Enter only ane cause per line for (a), ray ‘ond (c).] ’ ”, Pert i jee BETWEEN 


AND DEATH 
PART I, DEATH WAS CAUSED BY: \ i 
IMMEDIATE CAUSE (0)_ © WWW, oy > ON RAARK, YD ARAAQNAAL wt, DCO Leg 


£10 # DUE TO Q x 
Conditions, if any, which @) ARMA YL IAN nea a at AAM 
gave rise to immediate —_—_ ate eh ‘ 
cause (9), stating the under. ( OVE TO Bw CAG o * DAD As ° (} 
lying couse last. ) [7 

Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTORSY 
ves No Be 

20a. ACCIDENT WAS UNDERLYING (]__ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 

OR CONTRIBUTING [CJ] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c, TIME OF INJURY Month, a Year ]20d. INJURY OCCURRED —[20e. rack OF INJURY (Hame, Ser {20 (City or town) (County) (State) 

Hour on. While __ Not wile factory, street, affice bldg., etc. 
pm, jot wark [—] of we | 


21. 1 certify that | attended the deceased fro x oe ew 12S"), to. aun that | last saw the deceased 


alive ea wok, and ihe death occurred Bee. 2M, from the causes and on the +s stated above. 
\ Vv ees se city oF tawn, state) DATE SIGNED 


CTU ag 26 We LALO Dike eae eae. mA ee | 13s ’ 


I 


Then pleose remave corbon popers. 


ronsit permit. 


rtificate hos been signed by the attending physician and campletely filled 


MEDICAL CERTIFICATION, 


is ce 


by the hospital or attending physician. 


ECTOR: After th 


a 


page 3 showrt be detoched for use os the buri 
the registrar priar ta burial, cremation, ar remavol, and in any event 


| Zic. BURIAL, CREMA\ AReat ee 2b. DATE THEREOF Be Pi NAME OF ¢ -"O on EEK 2d. TOCATION (City, town, or caunty’ (State) 
QO i Dp 
38 Fok od i, 


may be ret 
TO FUNERA! 


pitueemma ft 24a, REC'D 8Y mania 2b. REGISTRAR'S SIGNATURE 
PATS 5 4 a 
aw {3 U Hs, LA LOB Li d Lil4d 4 Uf ard MART 7'5 foe (6 / 


‘A nvaund 


e6t AT UV: 


Dart 


that the death certificate be executed within 24 haurs after death: Page 4 


ires 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requ’ 


4 
> 


z 
Re 


od 


the funeral director, 
hauld be filed with 


Pages 1 a 


Then please remave carbon papers. 


CTOR: After this certificate has been signed by the attending physician and campletely filled i 


by the haspital ar attending physicion. 
be detached for use as the burial-transit permit. 


We 


page 3 sho. 
the registrar priar to burial, cremation, ar removal, and in any event within 72 hours after death. 


may be relayin 
TO FUNER, 


as 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


Ytem 20a Film 227 4-8-58 ams 


CERTIFICATE OF DEATH reg. Dist. No. VOL OS 


Vs ice at i pel Iyeeeato (Where deceased lived. If institution: Residence before admission) 
°. ay) ep 1 as b. COUNTY 2 
G 0 bd. MARYLAND “LIBRYLBN D PRoLs~ 


3. 


¢. CITY OR TOWN (IF outside corporate limils, write RURAL ond give nearest town) 


b. Sires (lf aa Seehe limits, write | ¢. LENGTH OF STAY IN 1b 
and give nearest town! 4 
RitlA YERRS NON BLID GE LG FL 


d. NAME OF HOSPITAL (If not in hospital, give street address) / d. STREET ADDRESS e. 1S RESIDENCE 
JOR INSTITUTION ON A FARM? 
ves] NO [3 


DECEASED 


(Type or prion | LL/IAM VER NUSBAOM DEATH 


NAME OF First Middie Lost 4. eare Month 


Og; Yeor 
3) wom 


3 Sex 6. COLOR OR RACE [7. MARRIED EHNEVER MARRIED [-] | & DATE OF BIRTH 9. AGE tn yeon [FUNDER 1 YEAR| IF UNDER 74 HS. 
lost birthday! Mi 
M4 WwW wiooweo [] oworeo Ol Juv /-/F FO on i 


\ 
\ 


}10a. USUAL OCCUPATION [Give kind of work done| 106. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Stote or foreign country) 


12. CITIZEN OF WHAT COUNTRY? 


4S 


during most of working fife, even if retired) 


TARPIER TENANT LAL 


AN3. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


JOUNW Nvs&AUP] KACHBE TOW SHEND 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address o, 
{¥er, 10, oF unknown) AUF yes, give wor or dates of service) . ab r 
yo A3-/S-GCYUK LESTER NvS BAUD Noh BRIDGE 


MEDICAL CERTIFICATION: 


18, CAUSE OF DEATH [Enler only one couse per Ii 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {o) 


AGIA DUE TO ) 
Conditions, if any, which os ableo 


gove tise ta immediote 
couse {a), stoting the under. (| OVE TO 


for, (a), {b), ond (¢). INTERVAL BETWEEN 
t 0 


EATH 


lying couse last. (¢ / 
Part IL OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
yes] not] 


200. ACCIDENT WAS UNDERLYING 1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part II of item 18.) 
OR CONTRISUTING ( CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20e. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, 1 20F. (City or town} (County) (Stotey 
Hour a. i White Not while foctory, street, office bldg., etc.) 
jot work [-] at work [7] H 


211 in wa, tended the deceas: am... L2G, DY, to.. 
= y 


alive an_____ =< =, Je y ond tH tKat death accurred at, /.! ! SOP, fea the causes and an the date stated abave. 
La KES ADORESS (Street, city,or town, stote] 
SeWATUR as, LRA deacke fZ foacisgell < 


ae Scrat GAD 


‘Zac. NAME OF CEMETERY OR CREMATORY “Tita LOCATION A icin. lawn, of count}) (Stote) 
2 BAUST CHURE IRRoL LC DL 


240. REC D.BY: REGISTRAR ] Zab REGISTRAR’S, Si Ee 
GR eM y BA 
Al DATE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 E 
314: CERTIFICATE OF DEATH spines 123 


and 


cs / 
s/ r 
4 = 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased tived. If insitution: Residence before admission) 
32 0, COUNTY cantare 9, STATE b, COUNTY 
he 3 Vary na arre 
Be b. CITY OR TOWN {if outside corporate limits, write c. CITY OR TOWN {If outside corporote limits, wrile RURAL ond give nearest Es) 
3 RURAL ond give nearest lown) 5 é 
52 ttt) X Sykesville ,Md : 
2 
2 NAME OF 3 BAC If nat in haspital, treet odd: 
ae OR INSTITUTION d urea ere eee ro 


d. STREET ADDRESS: e. IS RESIDENCE 
/ ON _A FARM? 
Obrecht and Gaiters Road yes @ noO 


Obrec and Gaiters Rd 


Le 


Pa ss) 3 WES, Fint Middle lost 4 pare Month Doy Year 

23 (Type or print) Charles Frederick Obrecht DEATH 3 5 1958 
>e 5, SEX 6. COLOR OR RACE |7. MaRRiED [] NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
7 lost, iy hday) | Months] Days | Hours] Min. 

3 M W wiboweof] bivorced [] ib A, 29 /, 4 ye. 

= 10a. USUAL OCCUPATION {Give kind of work dane! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 during mast af warking life. even if retired) 

R armer farm Germany USA 


14. MOTHER'S MAIDEN NAME 


HY f gt 
heck Du, z SLakzocerr/ 
TS. WAS DECEASED EVER IN U, S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17, INFORMANT ‘Address 
(Yes. 06. or unknown) {IF 788, gre wor or doles of service) 
LiA - LLL on Ph pp Obre kesville 


18. CAUSE OF DEATH [Enter only one couse per line far (9), (b), ond (c).] 


PART |. DEATH WAS CAUSED BY: . 
; IMMEDIATE CAUSE fo)__Coronary Occlusion 


DUE TO 


icion ani 


Then please remave carbon papers. 


urs after death. 


INTERVAL BETWEEN. 
ONSET AND DEATH 


minutes 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death: Page 4 


3 
5 
6 
D> 
= 
a 
2 
2. 4 
ied 
Ze 
rae 
far Conditions, if ony, which 
> t 
ZES gove rise to immediate ® 
sas couse (0), stoting Ihe under. ( OVE TO 
e7sP lying cause fost. (a. 
tee 4 
23 ae rs Patt Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(o}]19. WAS AUTOFSY 
Sof 315 
= 3 3 5 15 yess) no 
Poze = [200. ACCIDENT WAS UNDERLYING []__| 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nalute af injury in Port | ar Port It of item 18.) 
Baa & | OR CONTRIBUTING L] CAUSE OF DEATH 
ees & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
ame 2 
S585 & |20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County} (tote) 
5. 9s 5 BER om: While. uiR@nghite factory, street, office bldg., we) | 
25£ Z 19 Jot work [] ot work 
Beye = an. 
ab S 
3é Bs 21. | certify that | attended the ue. fe pn A ede WS Den Pa ee ep eee sthat | last saw the deceased 
<2 
2B 3 a alive on... 3e9= 1998 , and that death accurred at. hs :30_EM, fram the causes and on the date stated abave. 
EO Sic Ge ADDRESS (Street, city or town, stote) DATE SIGNED 
coletie ig ACTUAL td 
288 | [Renztue wo. Springfield State Hospital —_______3-9758. 
* & | 
= PHYSICIAN'S . ; 
eae NAME (yee) Gmmund Tusthaus M.D, _Sykesville, | 
SED Te. BURIAL, CREM TION, 7b. DATE os 7 LOCATION (Gity, town or county) (Stat 
2 ear MOVAL { Ba. yy 
eo ke pom Gtypttleceyl Le LL « 
ts 


= 


: Vj 2do, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
SAIS (4 r 
Bags zz ls CAV -tF7 VE bate 
eee ale ? 


ae 


5 ‘KH nvaenc 


est At OU 


Bact 


ad 


e Funeral director, 


shauld be filed with 


Bl 


Then pleose remave carban popers. Pages 1 ani 


the registrar priar ta burial, crematian, or removoi, and in any event within 72 hours after gesth 


far attending physician. 
CTOR: After this certificate has been signed by the attending physician ond completely filled i 


by the haspi' 


‘ 


page 3 shau% be detached far use os the buriol-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 haurs after death. Page 4 
may be rety; 


TO FUNERAL 


VS AIS (4) 
15M 9/58. 


ii 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Af CERTIFICATE OF DEATH Rag beware 


ik ey toe 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
°. 


Carroll marvano || ° ST Maryland > county Carroll 
b. City OR TOWN mg sa orea ste limits, weite ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
rural Westminster life y rural Westminster 
d. aS dis {IF not in hospitol, give street address) / d. STREET ADDRESS e. SRE ee 
R. Ogg Summitt | R. 6 Ogg Summitt ves] No 
ee. pélsien dee [Ew march 5a 


5, SEX 6. COLOR OR RACE |7. MARRIED [>] NEVER MARRIED x] |® DATE OF BIRTH 9 AGE (in yea [IEUNDER VEARTIF UNDER 24 HEB, 
t ae eos 
Female White wioweo] —ovorceog) | March 20,1889 %9 pi (og oo (aaa gai 


10a. USUAL OCCUPATION (Give kind af work done 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


Gunna oy of prt We, even if retired) Own Home Carroll County, Ma; US A 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
John L. Ogg Solenia Green 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT Address 
T¥es, no, oF unknown) (iF yes, give wor or dates of service) = . 
no [| “Na ---|- - - - - [Miss Tova M, Oge R, 6 Westminster,Ma 


18. CAUSE OF DEATH [Enter only one cause par line for (0), (byfond (<)- INTERVAL BETWEEN 
a) ye : ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: i 4 bf), 
: IMMEDIATE CAUSE (0! —tAA- Zz LEAS: A-7 
DUE TO t U 

Conditions, if ony, which e . Of based 

gove rise to immediote 

cose (0). stoting the under. ( OVE TO yy io. as 

lying couse lost. (o). AON ALAR Oo yr 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH,44T NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. SER OMI. 
y yes] No 


20a, ACCIDENT WAS_UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING Tj CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20. TIME OF INJURY Month, Dey, Year |20d, INJURY OCCURRED — |20e. PLACE OF INJURY (Home, farm,  20f. (City or town) (County) (Stote) 
burst: While Not whil foctory, street, office bldg., etc.) ? 
nn 19 ot work [1] ot wort] 4 
Y : 
i : a crn WZ to_ LF Cet 4 E27 19S EK that | last saw the deceased 


Wi ‘and that death accurred at 7.66, ‘M, fram the causes and an the date stated abave. 
; F 
7 


MEDICAL CERTIFICATION 


M, DB 
Zac. NAME OF CEMETERY OR CREMATORY 2d, LOCATION (Cily. town, or counly) (Stote) 
‘Burta, = 26 = 58 Deer Park Cenete Smallwood Maryland 
23. FUNERAL DIRECTOR'S SIGNATURE ADORESS: a. REC'D BY REGISTRAR , REGISTRAR'S SIGNATURE 
John R. Byers Westminster,Marylend | oscwano 6 58 Cust Ln 


3A nywang 


36 8S UN a 
re 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 93125 
31 YSDICAL EXAMINER'S CERTIFICATE OF DEATH 


FOR STATE Reg. Dist. No. 
HEALTH DEPT. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before edmission) 
is COUNTY 
= °. ©. STATE b. COUNTY 
res Carroll MARYLAND Maryland Howard 
‘gs = £ f b. kr er eM — Corporole timits, write RURAL . LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporate limits, write RURAL and give neares! town} Jf 
Hi SC 
=o peas 
as a Sykesville 13_ days: Laurel /3.X .. 
a =~ d. NAME OF HOSPITAL OR INSTITUTION {H not in hospital, give street oddress) d. STREET ADDRESS e. ue ae 
> Mw 
s. ees Springfield State Hospital Old Columbia Rd, ves []_No Bg 
58 y First Middle Lost 4, DATE Month Doy Yeor 
ah 
pr (Type oF print Susan O'KEEFE DEATH March 26, 19 58 
£5 _ 
s° < 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [J] & DATE OF BIRTH % AGE is on FUNDER 1YEAR] IF UNDER 24 HRS. 
£ fat bike 2 
ee 5 Female White  |wivoweo@}  oworceog] | Unknown 7a ae eae: 
nit 5 eas 10a. USUAL OCCUPATION (Give kind of work done] 0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
mck during most of working life, even if retire 
ete we f - Unknown Wes 
= 2 
g SF 13. FATHER'S NAME V4. MOTHER'S MAIDEN NAME 
ze ag Unimown Unknown 
5 = Wy q j | 15. WAS DECEASED EVER IN U. S. ARMED FORCES? ]16. SOCIAL SECURITY NO. |17. INFORMANT Address = 
2 (Yer, #0, er unknown) (It ya, give wor a7 dates of vereice) 
= Vs/ No ali - - Springfield Hospital Records 


- = 18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c). } RTVAL Tw: 
at PART |. DEATH WAS CAUSED BY: 

S20 IMMEDIATE CAUSE (o) Chronic rheumatic heart disease, Years 
2 
o 


4 fox UE TO | 


ions, | ony, which tb) 
Gove rise to immediate coue DUETO | 


"s Offi 


{a), stoting the underlying 
couse fost. {c). 


CBS asSoctated WLU es turbance “SP me vabel Pam, BE OREN Be OURLED PRP Par eon” 
i i rchotic reaction, Intertrochanteric ESET NOE 

B00. EXTE NAL CAUSE ae fe 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Fort { or Part || EPO CHULE 3le ft femur. 

CAUSE OF DEATH. ry 2,7 | Patient fell out of bed. 


‘0c, TIME OF INJURY — Month, Doy, Yeor —[20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, | 20f. {City or town) (County) (State) 


12215 PEM. 3/12/ 58 i 


iner’ 


Pp 
MEDICAL CERTIFICATION 


: foctory, qtree office bidg., etc 
while, oy Melati] Hospital” "| Sykesville Carroll Md. 
21. certify that 1 took charge of the remoins described obove, held an Autopsy [_], Inspection CL. inquiry (1. ond in my 
opinion degth resulted from. Notural couses [¥ Sek (1. Suicide (J, Homicide [[], Undetermined monner [] 


4 FA en fe) map, CHIEF MEDICAL EXAMINER [} RATE ea 


te, writing the word ‘pending’ in pencil in Item 18. Give Poges 1, 2, and 3 to the funerc! director. 


RECTOR: Poge 3 shautd be used as a buri 


rworded ta the Chief Medical Exomi 
or its designated agent, prior to burial, cremation, or removal, 


pifico: 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours after death. 1f ony deloy is necessary, please 


. 'y R ASSISTANT MEDICAL EXAMINER [7] 
Pal § E "s 
eT NAME (Type) James T, Marsh, M.D. DEPUTY MEDICAL EXAMINER PA 3/26/58 
2s ee —— = = a 
mies 720. BURIAL, CREMATION, |22b. DATE THEREO) Tic, NAME OF CEMETERY OR CREMATORY 2d. LOATION (City, town, of county) ote) 
Paar 9 EMOVAL (Specif -F i 
b46 SL RP AS : Ly 
Fe : Wu DIRECTOR'S SI yh TURE ADDRESS : 2do. REC'D BY REGIST) Jab. REGISTRAR'S SIGNATURE 
VS. AISME Ue ; i hee a Wt. j 
$M 2/57 v 2 Wa ee patAPR 2 een) 


oa 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


03126 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 


{Yes, no, oF unknown) 


No None 


16. SOCIAL SECURITY NO. 
(IH yer, give wor or dotes of rervice) 


17. INFORMANT Address 


Springfield State Hospital Record 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0), 


Coronary Occlusion 


INTERVAL BETWEEN 


ONSET AND DEATH 
Min, 


DUE TO 


Conditians, if any, which 


{bh 


Generalized Arteriosclerosis 


5 s, 4 Reg. Dist. No. 
z im a, ne ctl a Mgcel a tS (Where deceosed lived. If institution: Residence before admission} 
© . oe. COU °. b. COUNTY 
oe y Carroll ede Land Carroll 
Se b. CITY OR TOWN [If outside corporote limits, write ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF autside carporate timils, write RURAL and give nearest town} 
5 RURAL and give neores! town) 
az rkesville 19 yrs. 5 mo Manchester 
4 Les - d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS iS RESIDENCE 
im. “i 7§ OR INSTITUTION 4 ON A FARM? 
a Springfield State Hospital Ys NOK] 
Pat 3. NAME OF First Middie lost 4. DATE Month Doy Yeor 
- DECEASED | OF a 
5 {Type ar print) Millie Kate Oursler OEATH March 5 1958 
8 5. SEX 6. COLOR OR RACE | 7. B. DATI F BIRT 9. AGE {I IE UNDER 1 YEAR} IF UNDER 24 HRS. 
& ‘OLOR O1 MARRIED [3] NEVER MARRIED [7] E OF BIRTH ns} AN hens Ae 
é ema White |wiowroM _oworceoQ) | August 1, 1870 87 om. 
ae a 100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) V2. CITIZEN OF WHAT COUNTRY? 
Eee 7 during most of warking fife, even if retired) 
z i Housewife Maryland UsSehe 
g } 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
5 
¢ Oliver Lipp Margret Gross 
: 
ry 
3 
a 
a 
o 
2 
€ 


Years 


gove rise 10 immediot 
couse (a), stoting the under: 
lying cause lost. 


DUE TO. 
{ch 


| 


CTOR: After this certificate hos been signed by the ottending physicion and completely filled i 


ACTUAL 2 


SIGNATURI 


S 


Gertrud_ Sonnenfeld 


PHYSICIAN'S 
NAME (Type) 


MaDe 


£ 
& 
eo = 
6c% 
ges 3 en OTHER Sonrgat CONDITIONS CONTRIBUTING IO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART lio}]19. WAS AUTOPSY 
cid j 5 Chronic brain syndrome associated with circulatory disturbance WeD) NOE 
ago re} bral arterio erosis with psycho 22 on 
Po3 = [200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port tf of item 1B.) 
Cs ie & | OR CONTRIBUTING L] CAUSE OF DEATH 
ees G [GF EITHER, NOTIFY MEDICAL EXAMINER} 
3 2 
oss & [Poe TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {Count (Stote 
f y) i) 
o-axe ray Hour 0, m, While Not while foclory, street, office bidg., etc.) ! 
Bee. = p.m. 19 lot work [J of work [J t 
Veo 
= 3 21. I certify that { attended the deceased from.__Sepbe 22, 1938, ta March. 5_____. , 19.28 that | lost saw the deceased 
oe 3 alive on___March hh, 1258, and that death accurred ot 6:35.48 mM, fram the causes and an the date stated abave. 
ES 3 ADDRESS (Street, city or town, stote} DATE SIGNEO 
7. 
2) 
3 


mo. Springfield State Hospital 3/5/58. 


__.oyke sville, Maryland 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 24 hours ofter death: Poge 4 
the registrar prior to burial, cremotion, or removal. and in any event within 72 hours ofte; 


ce £3 
aoe LLINAME (type) __VOP Uru OnnenlesGb, Bale ____.-.VYSASVILIRs NATY LANG... ---- ens nnnnnnnes 
a REMOVAL (Speci , 4 p 
ee tibial | &, Z hae Gop, . sige D ger WZE: 
MS 23:-FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS a ‘Dao. REC'D BY REGISTRAR | 24b. REGISTRAF'S SIGNATURE 
Vs AIS (4) dl _ ZZ ( Lez ZA cae | MAR1 0°59 Uh ed yA 
15M 9755 pox CL2. TMT be SEEMG: ZA 
“a 


zs i 
1 % ££ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
o ts tu 
‘4 = 
2 <€ hi) CERTIFICATE OF DEATH 03127 
a 3147 
g $x Reg. Dist. No...... 
2 st 1. PLACE OF DEATH y 2. USUAL RESIDENCE (HOME) OF DECEASED 
2 te hz & 2 y 
ot gt couny (4ZE?E _ MARYLAND STATE a county / I, oe ttl “4 
Ad 5 gp eu (lt outside corporete fi write RURAL LENGTH OF STAY CITY {If outst@e corporete limits, write RURAL end give neerest town) 
Bs one end "ee neores} Ze Un thls plgse) / rows a) e os 7 
at coe Lf SIRE i Toc 
ad ie OR, , fun. If ] t} 
a OA INSTITUTION ae an? ee pag a 
<3 STREET wos 77 Jef Vehbtot ty LLL re tegl 
35 3. NAME OF First} G {Lest} a. (Menih} en Teer) 
se | Rest UL dhe 0 a ‘ eiaat 22. =p 
o ype or Print] 2s A Pe - 
243 MM A WA / 4 ZL 9: 
ay 6.” COLOR OR 7. SINGLE, MARRIED, @,DATE OF BIRTH 9. AGE lest birthdey | IF UNDER 1 YEAR Z, UNDER 24 ARS, 
J oy _—_——_—_—__—_ 


RACE ‘WIDOWED, DIVORCED, 


w / , |_IE UN 
, o) | Sitges, J LERS| OS al ee Lo 
10e, USUAL OCCUPATION {Give kind of work 10b. KIND OF BUSINESS) in bed ee or foreign country) 12. CITIZEN OF |AT 
d ‘OR INDUSTRY 


ing most of working lil a2 “4, | ae A: 


14. MOTHER'S — NAME 


PEe he 
ise 5 litte 


= 


fri. 


death certificate assembly should be detached for use as a burial transit per 


wv 
z 
° 
-E ’AS DECEASED EVER IN U. S. ARM 7 y 
5] (Yes, no, or unk. (W Yes, give wer or dates of service) Coyapet Gy 
=] — LA LMAh OD ical S ‘ 
ba 18, MEDICAL CERTIFICATION INTERVAL BETWEEN 
wn 1 DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 
5 = : 
; Arey Ae ye 2 34 3 
3 / <  (MMEDIATE CAUSE ta) WEVA , if CNL AE A WS. 
ANTECEDENT CaUSE(s) DUE TO a 2 c » oy y 
DISEASES OR CONDITIONS, IF ANY, (8) P : ft : LHD 
GIVING RISE TO THE ABOVE CAUSE y 


STATING UNDERLYING CAUSE LAST, DUE TO 
St, 7) Lae ee) 
ee 
TT OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE 
DISEASE OR CONDITION CAUSING DEATH. 


Te, DATE OF OPERATION 19). MAJOR FINDINGS OF OPERATION 20,_AUTOPSY? 
avo, I ACh yes [] NO 
ENT T] | 2ib. PLACE (Home, Tor reel Bic. WHERE DID INJURY OCCUR? (City or town) (County) (Srete) 
GR CONTRIBLTING £] CAUSEGE DEATH | OF aNsURY iter shies Biggs wt) 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
2id. TIME OF INJURY (Month) (Dey) (Veer) (Hour) | 21e, INJURY OCCURRED Zit, HOW DID INJURY OCCUR? 
White Not while 
M._| ot work at work 


PHYSICIAN OR HOSPITAL: The law requires that the death certificate be execute 


The bottom’cppy may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: The law requires that the death certificate be filed with 


22. I hereby certify that | attended the deceased from.. ee, l ache. Pry 192.8... that | last saw the deceased 


certificate has been executed by the attending physician and completely fill 


t alive on... M, from the causes and on the date stated above. 

= SIGNATUR ADDRESS (Street, city, town, stete) DATE SIGNED 

$ - Z P i 
4 2 M.D. Balen JI, 370 Vile 
Ee = | 23. SURAT ae MA pica ¥ DATE THEREOF Che ‘OF CEMETER 5m Sy LOCATION (City, town, or county) ‘Steie) 

y y — 
t Lespee— JE 73% Westy He orecter, (wtiollé, ing, 
2 g | ake Re ce AR REGISTR: FS ‘SIGNATURE? FUNERAL DIRECTOR'S SIGNATURE, ‘ADDRESS, 

a Soh Ban Ap 


DATE 


Conte, Ae “ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
3148 CERTIFICATE OF DEATH 


03128 


of Reg. Dist. No 

2 = f a 7 eee pepalaaenli] % eee RESIDENCE (Where deceosed lived. If institutian: Residence befare admission) 

oa @. COUN b. COUNTY 

sare Carroll pea ge aryland Balto, City 

Be b. CITY OR TOWN (If outside carporote limits, write | ¢. LENGTH OF STAY IN Ib . CITY OR TOWN (If autside corporote limits, write RURAL ond give nearest tawn) 

32 RURAL and give nearest tawn) Baltim 

52 esville MOSe ree 

es d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS: @. IS RESIDENCE 
Soi INSTITUTION, ‘ON A FARM? 
& Springfield State Hospital 2308 E, L Ave, ves) NOK] 
=o 3 bat Neo First Middle Lost 4 aan Manth Day Year 

(Type or print) Edith Mary Arnold REID DEATH March Wy > 19 58 


Pages | 


IF UNDER 1 YEAR) 


IF UNDER 24 HRS. 
Min. 


8B. DATE OF BIRTH 


June 17, 1899 


9. AGE (In years 


a si doy) 


yrs. 


5. SEX 6 COLOR OR RACE |7. MARRIED RR] NEVER MARRIED [] 
Female White | wioweo pivorceo C] 


21. | certify that | attended the deceased from_December 1h, 19. S72, Ea Blige 5 19.58 that | fast saw the deceased 


3 
5 
a 
° 
= 
8 
8 
3 
. 
2 
U 
3 
£ 
ra 
4 
ry 
3 
e 
2 


Ly 
= 
< 
a 
2 
o 
a 


alive on___ March 1h, __ , a2 , ond that death occurred at _2330PM, from the causes and on the date stated above. 
ADDRESS (Street, city ar town, state) DATE SIGNED 
ACTUAL Mid no. Springfield State Hospital _ 3/14/58 __ 


NAMeityee)__Edmund Lusthaus, M.D, Sykesville, Maryland 


3 
2 
= 
» 
2 4 
& S. Wo. USUAL OCCUPATION (Give kind af work done| 10b. KIND OF BUSINESS OR INDUSTRY {|11, BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
8 es ting most of worki en if retired) y, ff 
oea( J | store" cier Motte Utreleenediiz, |_Maryland UsSoAe 
2 8 s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
8 2 
BEG Joseph Arnold Edith Reede 
es 3 3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 
o 2 {Yes ne, Wo nknown| {IE yes, give wor or datet of service! s rs 
pir - , - Springfield Hospital Records 
3 g = 18. CAUSE OF DEATH [Enter anly one couse per line for {a). (b). ond (c). a INTERVAL BETWEEN 
265 PART |. DEATH WAS CAUSED BY: CASE aD Dems 
ORE IMMEDIATE CAUSE (o)_Brronchopneum days 
£62 4y DUE TO 
a ae Se a 4 
Beas Conditions, if any, which wArteriosclerotic heart disease ars 
BES gove rise to immediate 
aS cause (a), stoting the under. ( OVE TO 
a8 =? tying cause last. nx to 
ee lying couse lost. 47 0/.X 
iw 3 5 ie ra Paat Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT “Ge RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)/ 19. henselae 
25 2% z| Schizophre BEG ok aet has Seite oid type.Cancer of left breast operated ves) NODS 
sy © & = 200. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Port Il af item 1B.) 
35 * = OR CONTRIBUTING [) CAUSE OF DEATH 
s2 o © [UF EITHER, NOTIFY MEDICAL EXAMINER) 
3 3 s 3 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED —{ 20e. PLACE OF INJURY (Home, farm, 1 20f, (City ar tawny (County) (State) 
6.Y 3 6 Hour a.m. 6 White Nat while factory, street, office bldg., etc. " 
BE § 2 pom. jot wark [_] at wark 
5-2 
2222 
£a88 
Bese 
3 
a 
8 
S 
2 
2 


may be ref 
TO FUNERA\ 


‘22a. BURIAL, eo 2b, DATE oS 2c. NAMEA eure oe ee ai 22d, LOGATION (£ity, tawn, ap county) tote) 
OVAL a S20) Z, Sg J 
ZA fia WE a Bg-/. ai = F< 
23. FUNED AL DIREC re 
VS AIS (4) 
tats dpe tH f 


page 3 shi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 ~ 


DORESS’ i D. RE Gera ib. REGISTRAR'S SIGNATURE 
Le, 7 ge" Ge 
DATI CF hed 


ae 


3k nvnand 
Gs0) Pe » NIN * 


Qa, col 


peed | PVN Phd ee / od tN 


- 
© 
a 
3 

e 

£ 
8 

~. 
& 
= 
r) 
3 
Si 
6 
£ 
~ 

a 

= 

= 

3 

0 
2 
3 
3 
3 
® 
& 
2 

2 
id 
3 

2 
$8 

os 
3 

3 
2 

= 
r) 
- 
$ 
an. 
co 
‘4 
x 
= 

© 
om 
= 

& 

= 

oe 

a 

:s 

x 

a 

° 

Zz 

a 

Zz 

a 

re 

i= 
< 
ec 

o 

— 

< 

= 
= 

a 

Le} 

=x 

° 
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well 


the funeral directar. 
should be filed with 


b, t 


Then please remove corbon papers. Pages | 


1 of attending physician. 
ECTOR: After this certificate has been signed by the attending physician and campletely filled i 


page 3 sh 


detached for use as the burial-transit permit. 


by the hospi 


be 


the registror prior ta burial, crematian, or removal, and in any event within 72 hours after death. 


may be regs: 
TO FUNERA 


deny 


te ey BRARY LAND SyATE | Di Beant OF HEALTH—BALTIMORE, 18 
m ia 
je CERTIFICATE OF DEATH nea. vin nll BL29 


i SEOUME oy 2 pestle (Where deceased lived. If institutian: Residence befare admission) 
o oo Mi b. COUNTY 
Carro MARYLAND Maryland Carroll 


b. CITY OR TOWN (If autside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate fimits, wrile RURAL ond give nearest town) 
RURAL ond give nearest town) 5 moe 2 6 dayt 
ies ~-- Unknown 


d. NAME OF HOSPITAL {If nat in haspital, give street address) d. STREET ADDRESS eS (EAPO AGL, 
oR INSTITUTION / y ON A FARM? 
Si Boe Unknown yes] Not) 


Middle fost 4 ole Month Doy Year 
Ureerereria Margaret Rhinedollar peer 21958 


5. SEX 6. COLOR OR RACE | 7. Paes NEVER MARRIED [] | 8 DATE OF BIRTH 9 AGE (In yoors [IE UNDER] VEAR]IF UNDER 24 HRS. 
. last birthdoy} 
Female White wipoweo [J pivorceo [] | 2—12~1859~2 oat? Girt 


10e. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stale or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working lile, even if retired) oF 
mn Unknown U.S.A. 
. 14. MOTHER'S MAIDEN NAME 
---------—--Shriner nknown 


he was eked dele U.S. —_ gt 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Ravpeeritiicen) <P ym. er ea 6 ene wre 
eee unknown Hospital Records 


Unknown 


18, CAUSE OF DEATH [Enter only one cause per fine for (a), (b}. and ()-] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
se IMMEDIATE CAUSE (a 


1& X DUE TO 
Conditions, if ony, which »__Bronchiectasis 
gave rise to immediate 
couse (a), stoting the ynder, ( OVE TO 
lying couse lost. (©). 
Pat Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)/19. WAS AUTOPSY 


Chronic Brain Syndrome associated with senile brain disease with psycho es) Noo) 


200. ACCIDENT WAS UNDERLYING [) 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part I or Port Il of item 18.) POAC ti 120n 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Yeor | 20d, INJURY OCCURRED 202. PLACE OF INJURY (Home, form, 1208. {City of town) (Caunty) {Stole) 
Hour a.m. While Nat while factary, street, office bldg., etc.) | 
pm, 19 fat wark [J] ot work [J ‘ 


21. | certify that | attended the deceased fram...9-25 WEL, to. d=pl. , 1958__,that I last saw the deceased 


alive on__.3 5 19_58 ond that death accurred atl Lt. 5M, fram the causes and an the date stated abave. 
g ADDRESS (Street, city ar tawn, state) DATE SIGNED 


_ Springfield State Hospital 


MEDICAL CERTIFICATION 


puysician’s “Gertrude M. 
NAME (Type) 


G . 
To. BURIAL. CREMATION, | 220. DATE THEREOF 2c, NAME OF CEMBTERY ORTCREMATQRY f ity, town, oF caunty) (Store) 
on Specify) 5S | Pre GE 
ometa Zas Lit<gts LI a 


JERAL reeiors SIGNATURI See 240. D NY REGISTRAR fost “REG, pies SIGNA 
OE ii i 


DATE “e ike A 


wal 


the funeral direct 
shauld be filed wi 


hs 


beay 


Then please remove carbon popers. Pages 1 


|, cremation, or remavol, and in any event within 72 hours ofter death. 


is certificate has been signed by the attending physicion and completely filled | 
GQ 


be detached for use as the buriol-transit permit. 


od by the hospital or attending physician. 


Lg 


poge 3 shai 


ECTOR: After 


~ TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 
ge may be ret 
TO FUNERA) 
the registrar priar to burial 


= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH nog. vw AB130 


« PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Resldance before odmistion) 
o 9% b. COUNTY 
Carroll ae Maryland Balto, City 
b. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 7 
RURAL ond give neorest town) v 
limos.27 da Baltimore o/l-¥ 
d. NAME OF HOSPITAL if not in hospitol, give street oddress) d, STREET ADDRESS, @. IS RESIDENCE 
OR tNSTITUTION, ‘ON A FARM? 
Springfield State Hospital _ 3121 Kentucky Ave. ves (] No 
3. NAME OF First Middle lost 4. DATE Month Day Yeor 
(Type or print) Ida Pauline Klarner SADLER DEATH March 255 1958 
S. SEX. 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-} | 8. OATE OF BIRTH 9. AGE {In yeors If UNDER 24 HRS. 
lappehdon) rc 
Female White WwinoweoX] ovorceo(Q] | June 5 ’ 1879 7 ys. 


ork done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


fon} e Maryland U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Herman Klarner Nanetta Auer 
NAR Cae ea te SSeS FORCES: 16. SOCIAL SECURITY NO. }17, INFORMANT Address 
No = AP ede 5065 | Springfield Hospital Records 
18. CAUSE OF DEATH [Enter ‘only one couse per line for (9), (b), ond (c).] EEN ET 
PART | DEATH Was CAUSED BY BS lateral pneumonitis ays 
AFI Ax DOES 
Conditions, if ony, which m___Arterlosclerotic heart disease Years: 


gove rise to immediote 
couse {0}, stoting the under- 
lying couse lost. 


(). 
P, Ml, OTHER SEGNEFICANT Ci TIONS CONTRIBUTING TO DEATH RUT NOT RELATED TO THE TERM! DISEASE CQONDIZION GIVEN IN PART 1 19. WAS AUTOPSY 
C.B.S associated with Loselerosis, with psychovre ) re 
YES NO 


20a, ACCIDENT WAS UNDERLYING 1) ‘20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING OC) CAUSE OF DEATH 
{IF EITHER. NOTIFY MEDICAL EXAMINER) 


DUE TO 


20c. TIME OF INJURY Month, Doy, 
Hour 0, m. 
p.m. 


Yeor | 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
While __ Not white foctory, street, office bldg., etc.) | = 
t 


jot work [-] of work 


MEDICAL CERTIFICATION 


alive on March 2h, » 1224)... and that death accurred at.-2°2252_M, fram the causes and on the date stated above. 


ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL S i eves” Baws ir_stl_dc.uo Springfield State Hospital 3/25/58 


Nanettyes__Edmund Lusthaus, M.D. 


[a SS 
‘Wo. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 224, SOCATION (City, town, of county) (Stote) 
REMOVAL (Specify) = 3 
BURIAL =~29-56 oudon Park eme B imore 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS "Qdo. REC'D BY REGISTRAR | 24. REGISTRAR'S SIGNATURE 
William Cook, Inc., 1217 St.Paul Street oate MAR 2 8 '5g \ ig 


McA nvauna 


Sa 
Tay 


the funerol director, 
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= 
> 
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a 


” 


Poges 1 o 
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ae 
ag 
cu 
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Then 


ransit permit. 


ar attending physician. 
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by the hospit 


we d 
page 3 shou;J be detoched for use os the bur 
the registrar prior ta buriol, cremation, ar removal, ond in any event 


may be re: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the deoth certificate be executed within 24 hours ofter deoth, Poge 4 
TO FUNERA; 


/% 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


3151 


1, PLACE pores 


. COUNT 
Carroll 
b. CITY OR TOWN (IF outside corpora! 
RURAL and give necrest town} 
a ; 


est e 


CERTIFICATE OF DEATH 


O3s13i 


Reg. Dist. No. 


2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission} 
MARYLAND 9. STATE b. COUNTY ; 
2ry ian “a id 
cc. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL and give neorest town) 
5 years 17 days Baltimorel4, Md. 3Vo0l(-¢£ 


@. NAME OF HOSPITAL (If not in hospitol, give street oddress) 
OR INSTITUTION 


d. STREET ADDRESS e. 1S RESIDENCE 
ON A FARM? 


Springfield Stete Hospital 39 Park Heights: Ave, yes (} No 
3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
DECEASED ; 4 OF Z 
(Type or print) Almerinda Lucie Santilli DEATH 3 8 19 58 
5. SEX 6. COLOR OR RACE | 7. MaRRieD ["} NEVER MARRIED ["] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER TYEAR]IF UNDER 24 HRS. 
fost birthday) [Months] Doys | Hours] Min. 
F W wivoweo £7] Divorced [) 6m Gs 1278 79m. 


100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or loreign country) 


during most of working fife, even if retired) 
13. FATHER'S NAME 


Rocco Bi Pietro 


12. CITIZEN OF WHAT COUNTRY? 
v 


Ital: ALL Sp a 


14, MOTHER'S MAIDEN NAME 


Esmiralda Rocco 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT 
(Yes, ne. or unknown) (1 yes, give wor of dates of service] 
no 21260 ingfield Hospital Records 


Address 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).} 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o)_ Cardiac Asthma 


INTERVAL BETWEEN 
ONSET ANO DEATH 


due to Arteriosclerotic heart dis 


720. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Tic. NAME OF CEMETERY OR CREMATORY 
REMOVAL (Specify) 
Buris Ho ps 


ADDRESS 


4 


23, FUNERAL DIREZTOR'S 5) W TURE 


WAS ree 


AW te 


Ul 10 1 s 
7 DUE TO ease years 
Conditions, if ony, which (by 
gove rise to immediote 
couse (0), stoting the under ( OVE TO 
lying couse lost. (c) 
4 Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)|19. WAS AUTOPSY 
=| Chr, brain, syndr. ass.w ist.of metabl.growth or nutrition, with Sent 
& sen brain’ disease with psych.re: on. Diabetes Me a8 O No 
© [200. ACCIDENT WAS UNDERLYING [)__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port II of item 18.) 
& | OR CONTRIBUTING D) CAUSE OF DEATH 
& | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
& |20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F, (City or town) (County) (Store) 
$ Hour 0. m. . While. Not while foctary. street, office bldg., etc.} | 
= p.m. 1h jot work [7] of work 1 
21.1 certify that | attended the deceased fram_____ 10 = 20—., 1954_, to_...__.3.- § = 19. 58 that | last saw the deceased 
alive on____... 3. = Y=, 19.58.___, and that death accurred afl2340_4M, fram the causes and on the date stated abave. 
t eee = ADDRESS (Street, city or town, stote} DATE SIGNED 
ACTUAL ae F ; 
SIGNATUR mo. Springfield State Hospital... 3858 
PHYSICIAN'S : 
NAME (Type), 2 D oykesville, Maryland, ___.....-.::-cccccsccosnsane: 
Wad. LOCATION (City, town, or county) {Stote) 


‘24a. REC'D BY REGISTRAR 


) pate MAR 1 1°58 


Md 


‘2ab. “Hr oe SIGIYATURE 


#4 17 


1 


ee 

Bey a 
3S ON 

38 16° 
3. 

gs xX \ 
22 

2s 


03 


s 


CTOR: After this certificate hos been signed by the attending physician ond completely filled i 
Poges 1 01 


jeath. 
(— 


\ 


Then please remeve corbon papers. 


by the hospitol ar ottending physicion. 


we: 


TO FUNERA| 
the registrar prior to burial, cremotion, ar removol, and in any event within 72 hours 


poge 3 shdurd be detached for use os the burial-tronsit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 hours offer death: Poge 4 
may be re 


VS ANS (4) 
15M 10/57 t 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 u3132 
* o] P x 
Item 7, Film 6227, 4/l@8RTIEICATE OF DEATH 


Reg. Dist. No. 
1, PLACE OF DEATH a iz 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
9. Y MARYLAND . ST, b. COUNTY . 1 
\ Carroll Maryland Prince George's 
b. CITY OR TOWN {If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {if outside corporote limits, wrile RURAL ond give nearest town) rs 
RURAL ond give nearest town) 
Henryton 22 days Cedar Heights /GX-2 
d. NAME OF HOSPITAL {If not in hospital, give street oddress) d. STREET ADDRESS . 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
Henryton State Hospital 6032 Lee Place ves (No 
3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
DECEASED | OF 
(Type or print) Arnold Saunders DEATH March 27 19 58 
5. SEX 


6. COLOR OR RACE | 7. wn NEVER MARRIED [) |8. DATE OF aiRTH 


9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
an Months] Doys | Hours | Min. 
yes 


Male Negro [wow] Giteceoo | Jan. 28, 1907 
10a, USUAL OCCUPATION (Give kind ork done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

during most of working life, even if retired) 

Laborer Ace Wrecking Co. Alabama USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Sam Saunders helia Brown 

15. WAS DECEASED EVER IN U. S. ARMED FORCES? (16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Tes, 0. or unknown} INF yes, gree wor or dutes of service] 


No Arnold Saunders - Patient 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] 


PART I. DEATH MEDIATE CAUST foL_Cardiovascular insufficiency 


DUE TO 
Conditions, if ony, which  Far_advanced bilateral pulmonary tuberculosis 


gore rise to immediote 
cause (a), sloting the under- (OVE TO 
lying cause lost. {ec} 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o}}19. WAS AUTOPSY 


PERFORMED? 
ves(] No[) 
20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. {City or town) (County) {Stote) 
Hour 9. m. While Not while foctory. street, office bldg., etc.) | 
p.m. 19 Jot work [J ot work [J 1 


21. | certify that | attended the deceased fram__March 5. 1958 March 27. 1958 thot | lost saw the deceased 


INTERVAL BETWEEN 
ONSET AND DEATH 


V?) x 


MEDICAL CERTIFICATION, 


, to 


alive ee Seo 1928, and that death accurred ofl 5AM, fram the causes and an the date stated abave. 
4 ADDRESS (Street, city or town, stote) DATE SIGNED 
rs Oem teany Mot wo. __Henryton, Maryland 
NAME (Type) ars M, Maculans, M. De _..Henryton State Ho 


‘70. BURIAL, CREMATION, | 22. DATE THEREOF 7c, NAME OF CEMETERY OR PREMATOR [#2d. LOCATION (City, town, or county) {Stote) 
REMOVAL (Specify) sb A, 
* YW, Litléoniy AROS | , 
23. FUNERAL DIRECTOR'S SIGNATURE LE tibet if? SA Vj do. REC'D BY REGISTRAR Oss RAR'S SIGNAFURE 
y ’ fe pad © 
Wiest BY, Leal, Af cletrrle pete} oeRPR 1 'S8 Gg 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 24 hours ofter death) Poge 4 


may be reg 


a 


ood 


the funeral director, 
should be filed with . 


led i 
, 


Poges 1 a: 


Then please remove corbon popers. 


ECTOR: After this certificote hos been signed by the ottending physicion ond completely fil 
page 3 shdva be detoched for use os the buriol-tronsit permit. 


by the hospitot or offending physicion. 


w: 


TO FUNER. 


the registror prior to buriol, cremotion, or removol, ond in ony event within 72 hours ofter death. 


{ 


if 


{/ 


fy 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


: 3153 


1, PLACE OF DEATH 
©. COUNTY 


Carroll 


b. CITY OR TOWN {If outside corporote limits, write 


sykesy is" town) 


d. NAME OF HOSPITAL (If not in hospital, give street oddre:s) 


03133 
CERTIFICATE OF DEATH 


Reg. Dist. No. 


2 None RESIDENCE (Where deceored lived. It institution: Residence before admission} 
°. b. COUNTY 
MARYLAND Maryland Balto,City 
c. LENGTH OF STAY IN 1b ¢, CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) og 
1l days: Baltimore J 


d. STREET ADDRESS e 2 Oe 


FARM? 


OR INSTITU’ 
Springfield State Hospital 1427 McHenry Ste vESLNO RY 
3. Ni First Middle Lost 4, DATE Month Doy Yeor 
Beceasto OF z 
(Type or print) Neil a , SCARBORO DEATH March 2, 19 58 
5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 19 Fe WE 19. AGE {In yoors if UNDER 1 YEART IF UNDER 24 HPS. 
he 
Male White wipoweD [J —sIVoRCED XK] Unimown 7/55 ibis me al eal Mig: 
+ 1100. USUAL OCCUPATION i xe kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stole or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working fle, even if retired) 
mknown 4fpev - Unknown Usseks 
13. FATHER'S NAME y 14. MOTHER'S MAIDEN NAME . r 
Unknown YA1E Sar Leepo Unknown bape : 


15. WAS DECEASED ERIN 


(Yes, ne. or unknown} 


U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. 


‘Yes, ge wor oF dates of service) 


17. INFORMANT Address 


Springfield Hospital Records 


PART I. DEATH WAS CAUSED BY: 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (¢).] 


INTERVAL BETWEEN 
ONSET AND DEATH 


couse {0}, stoting the under- 


tying couse lost. i 


C.B.8. “associated wi’ 


IMMEDIATE CAUSE (o)___-Cephalopathy _ Days 
OD AX DUE TO 
Conditions, if ony, which w___Cerebral arteriosclerosis. Years 
gove rite 10 immediotol Oe 1 


Pulmonary tuberculosis,moderately advanced,active Years: 
eh Se £ Par eriose TED TO TI ia DISEASE CONDITION GIVEN IN PART me pres AUTOPSY 


eros. ERFORMED? 
yes [J No 


OR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION, 


alive on March 25. 


ACTUAL 
SIGNATUR) 


20c. TIME OF INJURY Month, Doy, Year | 20d, INJURY OCCURRED 
Hour o. m. 
p.m. Ud 


21. | certify thot | attended the deceased fromMarch 2b, 1998 |, ifarch 25, 
aa 12.58 _, ond that death occurred of 22.55. 


20a. ACCIDENT WAS UNDERLYING 0 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 


20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) 


(Stot 
factory, street, office bidg., sich bee 


(County) 
While. 


jot work 


Not while 
ot work [7] 


19.58 thot | last sow the deceosed 


»P_.M, from the couses ond an the dote stoted obove. 
ADDRESS (Street, city or town, stote) 


Springfield State Hospital 


DATE SIGNED 


3/25/58 


PHYSICI 
NAME (Type) 


Az 


Julian Radd, M.D. 


164 Ad 
[BEX (AL (Speci 
men a a a, é fe fi 


EMETERY OR eee) o Zid. LOCATION (City, town, or county] 
ou nidye OF L3 tty Ca 


Ma. REC'D BY REGISTRAR | 246> EGISTR ARS, SIGNATURE 
8 58 ‘iT 
ZN 


(Stote) 


Oar RBA 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Qdsid! 
3154 CERTIFICATE OF DEATH ree 


2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 


*waeplend BSW Thore City 311 


2. COUNTY 5 er ol] MARYLAND 
© CITY OR TOWN (If outside corporote limits, write RURAL ond give neares! flown) ¥ 


~ b. CITY OR TOWN {If outside corporole limits, write jc. LENGTH OF STAY IN 1b 
- RURAL ond give nearest lown) 
<4 Sykesville 1_mo.27days Baltimore 22 


- d. NAME OF HOSPITAL {If nat in haspital, give street address) d. STREET ADDRESS IS RESIDENCE 
4 OR INSTITUTION NA FARM? 
Springfield State Hospital 1120 Old Northpoint Road ves EF] NOX] 


<a. 
*/ w 1, PLACE OF DEATH 


the funeral director, 
shou!d be filed with 


” 


5 3. NAME x First Middle lost 4 DATE Month Day Yeor 
(Type or prion) Joseph Michael Schmeiz1 demm March 20 19 58 


5. SEX 6. COLOR OR RACE |7. mAaRRIEDK] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE (in ep ak UNDER 24 HRS. 
j 10-29-18 ey prey) Hours | Min 
Male White —jwiroweof} _divorceo =29=1879 ‘kg 


10a. USUAL OCCUPATION {Gi ind of work done} 


th. 


I Baker Bakery Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Jacob Schmeizl Anna (unknown) 


1 was, |" IN U.S. SRN ssid 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Wot“ *""""""| 01,-16-3290A| Springfield State Hospital records 


1B, CAUSE OF DEATH [Enter only ane cause per line for (a), (b). ond (c)-} INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: 
ee le ad io) __Iamg_abscess, left dayne days 
Conditions, if ony, which | a ,__ Bronchopneumonia So we 4 | _ see 


Then pleose remove carbon popers. Poges | 


gove rite 10 immediote 

couse (0), stoting the under: ( PVE “; 

lying couse lost. // el 
Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART aie Was AUTOPSY 


Chronic brain syndrome associated with cerebral arteriosclerosis ves S NOC] 


-transit permit. 


9 
om 


Zz 
Q 
= 
< 
ou 
= 
& 
o 
uo 
cs 
x 
oe 
6 
ro 
= 


20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING (1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, ; 20f. (City or town) (County) {Stote) 
Hour a. m. White Nat while foctory, street, affice bldg., etc.) | 
p.m. 19 Jot work [] ot work [7] ' 


21. 1 certify that | attended the deceased fram.___.January 2]19_ 58, to March 20 __ 19.58. that | last saw the deceased 
alive an__. ch 


ote hos been signed by the ottending physician ond completely filled i 


., and that death occurred ot0245. Ri, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


wo. Springfield State Hospital 3/21/1958 


by the hospitol or ottending physicion. 


3 
8 
2 
ra 
5 
= 
= 
oe 
° 
G 
MH 


be detoched for use os the buriol 
the registror prior to burial, cremotion, or removal. ond in ony event within 72 hours ofte: 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours ofter death: Pag 


L PHYSICIAN'S 
rss ne ACE) 2 a ee eR ee | ee ee ee 
s 3 8 Zo. oy Tipe 7b. DATE THEREOF ly. town, or county) {State) 
SD MOVA\ ify) 
Batt 3-24-1953 Ba more , Mg and 
~~ 23. URE Bene 'S SIGNATURE do. REC'D BY REGISTRAR_ | 24b. REGISTRARS ‘gg 
4) 
YEuviss! PR’ 4°58 (? No kp AaLey 


MARYLAND STATE DEPARTMENT OF HEALTH~—BALTIMORE, 18 
3100 CERTIFICATE OF DEATH 


03135 


eA Reg. Dist. No. 
fans 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
& 2 3 0, COUNTY =, A MARYLAND a. STATE O00 Q b. COUNTY 
3s o a. fk? Le C/ A CTV LA CLO 
Bo b. CITY OR TOWN [If oulside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corforole limits, write RURAL and give neorest town) 
33 “RURAL and give nearest town! } Ye 25 tt 
é3 ld LL7 lh LEeLe g AG kt (as £4 Fa 
22 4° NAME OF HOSPITAL (IF notin hospitol, give street addres) / d. STREET ADDRESS c- 1S RESIDENCE 
2 Q ok 
B CARROLL ST. 3B/ CARROLL SK ves} Noa 
; 3. NAME OF First Middle Lost 4, DATE Month Doy Year 


Cree orn AY M/E Yh STH W INV | om ARCH 2 woe 
5. SEX 6 COLOR OR RACE |7. MARRIED] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (in years IE UNDER 1 YEAR] IF UNDER 24 HRS. 
FE ALL HHL PE \woowo a wworceot pape 22-1897 | 7p" m. || Om | Mow] 


10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE Pore or foreign countfy) 12, CITIZEN OF WHAT COUNTRY? 


during most of working life, evep.if retired) 
Sa Lh? LO 0, (Vig YA: SLf. 


{71 (ke — fy ‘a 
. z iE 


; 13. FATHER'S V4. MOTHER'S MAIDEN NAME 

1 | JACOR + BEM/LLER| NMBWDELLIA DP LD t 

ee ee ee ee Camas, 
—— — Li? LMM A KLNAMAGLL MALMO. fly 


18. CAUSE OF DEATH [Enter only one cause per line for (0). (b), ond (¢).] INTERVAL BETWEDA % 
Al 1H 


Pages 1 an: 


Fter death. 


Then please remave carbon papers. 


mirvomnuusaeer, CONGESTIVE HEART FAILUR, 
“ub TO >< DUE To 
Conditions, If anys, which 


gove rise to immediate 


ing Souston, |, ARTE RIO SCLEROTIC CARDIOVASCULAR 


Past II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. eed 
ves(] no] 
20a. ACCIDENT WAS_UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port It of item 1B.) 
‘OR CONTRIBUTING LE) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, { 20f. (City or town) (County) (Stote) 
Hour a. m. While Not while foctoty, street, office bidg., etc.) ! 
p.m 19 jot work [1] ot work (C] ' 


21. | certify that | attended the deceased frar FEC 6b _. 188, to, RH 2. 19.58. that | last saw the deceased 
alive onfe 2. Ao, 122@___, and that death accurred at822 A mo, fram the causes and an the date stated above. 


a ADDRESS (Street, city or town, stote) DATE SIGNED 
retin LD anrel D Walden i. 14 N. huwch bP 2-2-8. 


muitiies Dawe: L-weeiver _ Wolwinali- d 


| Ae 
220. BURIAL, CREMAHON, | 22b. DATE THEREOF va ‘22c. NAME OF CEMETERY+@R-GREMATORY 22d. LOCATION (City. town, or county) {State} 
Sual {Specity) 
Bria s/s [sv |WeAboy ERAN Coke, ova | LELIUIN TEe Mp 
< 


23. () INERAL, DIRECTOR'S SIGNATURE 2ho. REC'D BY REGISTRAR 424b, REGISTRAR'S SIGNATURE 


1 
A izle, A i telfieegrele ff \on WR 58) Quy ft 


CTOR: After this certificate has been signed by the attending physician and completely filled i 
MEDICAL CERTIFICATION 


by the hospital or attending physician. 


ta 


TO FUNERAL 
the registrar prior to burial, cremation, or removal, and in any event within 72 hau: 


page 3 shaufd be detached for use os the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 haurs after death. Page 
may be ret; 


VS Al5 (4) 
15M ws 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
3155 CERTIFICATE OF DEATH 


ad 


03138 


~ ee Reg. Dist. No. 
3 oe 1, PLACE OF D 3 ‘ 2, USUAL = pam (Where deceosed lived. If intitutions Residence before admission) 
Geet oe. COU! O #P MARYLAND °.$ b. COUNTY 
ee: pA RI DH LL h Oye AP CORED Mes 
£ Be rporote limits, write | ¢. LENGTH OF STAY IN Ib [|X c. CITY OR TOWN (If oulside corporote limits, write RURAL ond give nearest town) _ 
g sa st tolvn) be — S ee ae 
° 32 1A AONMVIIAN ry WINS Ir AL WESTIN Si 
= 22 d. NAME OF HOSPITAL (If not in hospitol, give street oddress) ] d. STREET ADDRESS g e IS Wee 
to) - a QR INSTITUTION = , —_— Dp) eG L oy ‘ON A FAR 4A 
£ 3 (2 bl AX So ee MI 7 [ea hats ims s C]_NO Ss 
2 £5 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
Te 
a 3 3 (Type or print) E 6 S Ie ) L A DEATH AYP. jie 19 * 
Se 5 7 
casio 5. SEX 6. COLOR OR RACE [7. mARRIED[-] NEVER MARRIED [-] | 8. DATE OF BIRTH 9 AGE (In yeon TPUNDER T YEAR| IF UNDER 24 HES. — 
= a ios! ay] He Mii 
bz °3 4 i wipoweD [7] pivorceo [9 PIR é a Ryn. ae 
£2) eau We. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
z See during most of working life, even if retired) 
£ aoe / 4 iP (2 " 
Ss Bs A h 
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S 2 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institutian: Residence before admission) 
a 8 a. COUNTY Pee tes 0. STATE b. COUNTY F i 
ed a Carroll Maryland Baltimore Cit 
ao: 3 b. CITY OR TOWN (If autside corporate timits, write c. CITY OR TOWN (If autside corporote limits, write RURAL and give nearest town) v 
2 s RURAL ond give nearest town) i 
v S2 days Baltimore ‘ { 
2 - 2 d. STREET ADDRESS @. 1S RESIDENCE 
° sd / OR INSTITUTION ON A FARM? 
:® a State Hosnital 1 Glenoak Aven ves] NOW 
MS ¢ ities 
=o 3. NAME OF First Middl Lost 4, DATE 
ae 33 DECEASED. a ce a a CS Meret pel 
= 2 {Type ar print Elizabeth Renno STUCKRATH | beam March 261958 
ce =e 5, SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED [-] |. DATE OF BIRTH %. Rees IF UNDER 1 YEAR| IF UNDER 24 HRS. 
as : jst birthday] Fane 
3 2, I )|_ Femi | nite |woovesm — ovoraoo [Juno 17, 188 nie LS 
3s 13 a. 100. USUAL OCCUPATION (Gi ind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 Se 3 during most of working life, even if retired) a 3 —_ 
5 Res Housewife - Marylani U.S.A. 
3 wid 3 & 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
68S . r. . . 
2 ee 3 Francis Warns Elizabeth Davidson 
# $o8 15. WAS DECEASED EVER IN U.S. ARMED FORCES? }16. SOCIAL SECURITY NO. |17. INFORMANT Address 
£22 
Sas Ce nor valnown) 11H rx ve me or den of verve is ’ : bat wl ‘ 
Ste No | = Springfield State Hospital Records 
rae 
g zg MH £ 18. CAUSE OF DEATH [Enter only ane couse per line for (a), (b), and {c).] INTERVAL BETWEEN. 
3 2 PART |. DEATH WA: ONSET AND DEATH 
= S CAUSED BY: Herd BN sa 
£ rs $ >) ©) -. = IMMEDIATE CAUSE (0! PLE = 26. fea e Years 
5 = ‘ DuE TO 
= eae Conditions, if eny, which re egal ae ae 
s BE gove rise ta immediate ti 
3 6k couse {0}, stoting the under- ( OVE TO 
g lying cause last. (e. 


c 
s 
ry 
mS 
= 
° 
s 
siae 
'S 4 Zz Part il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
oe z ce] — PERFORMED? 
2 3 F "i 5 b ; " 
gases $ CBS associated with senile brain disease, with psychotic reaction yes (]_No Gt 
Si aa 8 = Bis Go Des aE IC | 208-TBESC RIPE HOWLII UN EXCCURFED, (Biter notre of injury in Port | or Port Il of item 18.) 
£ 5 
z Bees & | (IF EITHER. NOTIFY MEDICAL EXAMINER) 
Zoess & |20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stole) 
F5.2e5 3 Hour a.m. While Not while foctory, street, office bldg., etc.) ! 
E22? é = p.m. 19 [at wark 7] at work t 
e502 e = 
z 3 foe 21. | certify that | attended the deceased from_ovember 28, 19.56, toMarch 26,.__., 19.58. that | lost saw the deceased 
35 ; ; ye 
9 ae = 3 i alive on..Merch 26... 12 = and that death occurred ot 2249P mu, fram the causes and on the dote stated abave. 
E=6 3 Fe a ADORESS (Street, city or town. stote) DATE SIGNED 
Big 2 t : A a 
apes) | [Benson wo... Springfield State Hospital 2-26-58 
oo i 
a >. k — r 2 
< owed Mancies, _ Edmund Lusthaus, M.D. Sykesville, Maryland 
elses a eee Dee Mee SE od tee epee Pe ee ee ee 2 
PA 83 % ? ec earn: Tic, NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, fawn, ar county) tole) 
~S. EMOVAL (Specify) z= ay a hie 
epe ge | SA ay Kuso¢ ; ballo 
ns el iC toe 3 ADDRE Lh bf 74o, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS ANS (4 i ta 
Yea vise. ZX as 0 ompme ge (Ths. 2 
Se a a 


< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death’ Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
216 CERTIFICATE OF DEATH sap:bad td Lae 


=] 


Se 
ie = in paper oud Ri, iedorla eka (Where deceased lived. If institution: Residence before odmission) 
2 = = b, COUNTY 
of Carroll ea ced Maryland Allega 
Be = b. CITY OR TOWN (If outside corporote limits, write} ¢. LENGTH OF ST. oy 1 c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town} He 
5 LF « RURAL ond give neorest town) y i 
3 S 23 4 Me Midland 2 
= 2 d. NAME OF HOSPITAL (if not in hospital, give stree! address) d. STREET ADDRESS e. 1S RESIDENCE 
sii > oR eee = eS - " ON A FARM? 
& 7é Springfield State Hospital vs NOD 
Sad 3. NAME OF First Middle Lost 4, DATE Month ODay Yeor 
9 DECEASED - OF 
= (lype or print) Alberta Tighe DEATH March 29 19 58 


5. SEX 6 COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [5] | 8. DATE OF BIRTH 9. AGE (In yeors IE UNDER 24 HRS. 
lost birthdoy) [Months] Doys | Hours | Min. 
Female White wiooweo[]___oivorceo] | December 9, 1898 9 


100, USUAL OCCUPATION (Give kind of work done| 1b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life. even if retired) 
Usbeks 


I Factory Worker Aluminim Plant Maryland 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


ie 
Thomas Tighe Margaret Steveson 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 
(Yes, no, oF unknown) (it yet, give wor or dotes of 1ervice) - 
Inknown Unknown Springfield State Hospital Record 


INTERVAL BETWEEN 
ONSET AND DEATH 


hours 


1B, CAUSE OF DEATH [Enter only ane couse per line for (0), (b), ond (}.J 
PART I. DEATH WAS CAUSED BY: 


. IMMEDIATE Cause fo.___ Coronary Occlusion 
4 cueto Hypertension involving the heart 
Conditions, if ony, which e (coronary artery) ars 


Then please remove carbon papers. Pages 1 one 


the registrar prior to burial, crematian, or remaval, and in any event within 72 hours after death. 


is certificate has been signed by the attending physician and campletely 


é ADDRESS (Street, city or town, stofe) DATE SIGNED 
site Gurlrud Souutuplll ws __Springfi 3/3/58. 


PHYSICIAN'S. 


NAME(typ) Gertrud Sonnenfeldt, M.D Sykesville, Maryland 


Mo. BURIAL, CRI IN, | 22b. DATE THEREOF . r R g es 9 Lo 
"del! Ze é =p ie 
LHL ~~ 2b tl” (pA etal LEZ, wegte- , Pete 


&. 


TO FUNERAI 


E gove to immediote 
= couse (0), stoting the under. ( SUE TO 
= lying couse fost. a) 
8 5 Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}] 19. WAS AUTOPSY 
Ee ns 5 
z $ Dementia Praecox, catatonic tyne. yes NOTE 
3 = 20a. ACCIDENT WAS UNDERLYING [}__ | 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Port I or Port Il of item 1B.) 
& ] OR CONTRIBUTING L) CAUSE OF DEATH 
2 © ] (IF EITHER, NOTIFY MEDICAL EXAMINER) 
6 & ]20c. TIME OF INJURY Month, Doy. Year |20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
g 3 Hour 0. m. While Not while foctory, street, office bldg., ete.} | 
Ey = em 19 Jot work [J of work [J H 
& J —, 
SSS 21. I certify that | ottended the deceosed from.__¢#& SZ aie 4 wIZ to_March 29, _., 19.58._,thot t lost sow the deceosed 
<2 . 
Fe < 3 olive on_March 29, 2 aE. A TGs, ond that deoth occurred ot lb PaM, from the couses ond on the dote stoted above. 
2 
aes 
2Oo © 
a2 
eS 
Fy 
° 
o 
” 
& 
& 


may be rey 


NERALD WECIO Jif, PepRES: t REC DAY REGISTRAR | | 24h. AECISTRAR'S SIGNATURE: 
ui geez ech? Dhar fly WO | ET se 


¥ La 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
3162 CERTIFICATE OF DEATH 03144 


Reg. Dist. No. 
2. Di aaa (Where deceased lived. If institution: Residence before odmission} 
b. COUNTY 
Lif LAND (4 GIRROLE 


¢. CITY OR TOWN UF Eutside corporote limits, write RURAL ond give nearest town) 


oa 


ss 1, PLACE OF DEATH 


ARR OLL mannan 


directar, 
jed with 


) 
AY y, si eh fel (if we corporate limits, write | ¢, LENGTH OF STAY IN 1b 

52 yw neorest oma aT = 

€ Aa re 

s2 Be RAL {~ELI NM ITE x 

oH P hi NAME on HOSPITAL he not in TOA A AZ od is } d. STREET ADDRESS e. IS RESIDENCE 
=u ‘OR INSTITUTION 2 2 wy, _ ON A FARM? 
& SILT UME, Was Ltd yes] No 


First Middle fost Month Doy Year 


3. NAME OF 
(Type oF print Ji OSEPYHY LEO FRAC DPRiGff 12. 9S 


5. SEX 6. COLOR OR RACE |7. MARRIED ZFRTEVER MARRIED [-] | B. DATE OF BIRTH 9. AGE {In years [IF UNDER 1 YEAR]IF UNDER 24 HRS. 
o fost butheey Day ai 
/V) 7E |wivowe F] pvorceo tl) | ¢ Sa 7) yrs. 


100. USUAL OCCUPATION ae hind of work done) 10b. KIND OF BUSINESS OR INDUSTRY | TV BIRTHPIAGE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) ee PYETO : foil 2 Lhe SL ; 


14. MOTHER'S MAIDEN NAME 


NEE FA 


rZ 
el 


13. FATHER’S NAME 


ae RENCE TRAC 


jae Sa Pees ee IN u. $. ARMED Inept V IAL SECURITY NO. |17. INFORMANT Ads 
yee? a) Yo 42 GEE Blo, 
YES |Woee Dd Wak Yy-26-Seo Yo TL whe a Lindi e Ln alae 


[_]1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (<).] 
PART. DEATH WAS CAUSED BY: 


{ 


INTERVAL BETWEEN 
eee AND DEATH 
IMMEDIATE CAUSE (a} 


Then please remave carban papers. Pages 1 


the registrar priar ta burial, crematian, ar removal, and in any event within 72 haurs ofter-deeth. 


oe DUE TO 

Conditions, if ony, which One 
gove rise to immediate 

case (0), stating the under- ( OVE TO 


lying couse last. © 


CTOR: After this certificate has been signed by the attending physician and completely filled 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter death. Page 4 


= 
cy 
a 
Bren 
eo 3 Patt Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o]]19. WAS AUTOPSY 
> wa 
35 < yes [] No’ 
2o8 © [20a. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part 1 or Part Il of item 1B.) 
ig & ] OR CONTRIBUTING C1 CAUSE OF DEATH 
Eee & | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
= eo, z Sn a 
358 & ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED _|20e. PLACE OF INJURY [Home, form, | 20F, (City or town) (County) {Stote) 
cr g ier aon, Sie Mer eHOh Is factory, street, office bldg., ete. 
si? 2g p.m. 19 fot work [] of work [J 
=. Ss ay —, ~ 
ove 21.1 certify that | attended the deceased from. PEt — AWS, t0__fOAK LZ. 1STthat | tost saw the deceased 
3 
* $ alive an___. AR./O 12S --- and that death accurred at.s3-A-_.M, fram the causes and on the date stated above. 
£65 ADDRESS (Street, city or town, stote) DATE SIGNI 
Y, / , we 
4 ACTUAL ( 
are SiGNATURE__ CLL ‘ MO. =e BSE LO Bee A Tes SS 
; 
i q PHYSICIAN'S 
a 4! |_| Nain tyre James pill) Riss re oo (2 STM INS TER! eee 
38 2 [220. BURIAL, Cc! BURIAL, sar 2b. DATE aera 22c. NAME OF ae OR CREMATORY id. LOCATION {City, town, or county) {Stote] 
=o ithe L (Speci 0 ye 2) 
es & SMA PEPE IL WV), (4) Oe LY, CL 
lm 24a. REC'D BY Tene ‘Dab. 0 2 SIGNATURE 
VS AIS (4 3 , y 
Yea vss! DATE BHR 44 ¢€ PS tere 4 


*s *A nvauna 


Dari 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ‘. 
162 CERTIFICATE OF DEATH 3145 


Reg. Dist. No, 


1. PLACE OF DEATI P 2. USUAL ian: ea deceased lived. If institution: Residence befare admission) 
a. COUNTY o. STATE : 


YLAND » ST b. COUNTY 
card Chit LBL2 Zit Oo 


c. CITY OR IN {If outside i ca write RURAL ond give nearest town) 


] 


Let £ FL CL 

da ME OF HOSPITAL if F'not in hospital, give street address) , d. STREET. ODRESS e. tS RESIDENCE 

ZO INSTITUTION oy Jj ? ON A FARM? 

90 \AGvacy Hee radeet 0 No 
3 NAMEOF it Middl 4. DA) 
DECEASED oa, 5 orn y ae Oo ake 
{Type ar print) = 4 ae DEATH Vea a psy 
9. AGE (In years IF UNDER | YEAR| 1f UNDER 24 HRS. 
lgst birthday) [Months] Days 
yes. 


e funeral directar, 
auld be filed with 


Pages Ia 


lk CITIZEN OF WHAT COUNTRY? 


Ly, a 


13. oy Re A, NAME , 14. MOTHER'S MAIDEN NAME 


7 
LL LEIF EL, ld fe Pr ED 


£ 
l 5. WAS. ze IN U.S. ARMED Forcks? 16.4 Loess SECURITY NO. 17. INFORMANT 
iver 90. > i {if yes, give wor or dates of service! ff “ / sep) 
tabled 


16. En OF DEATH Co ef ‘only ane couse per for fo), (b), ond (), ond (ch] INTERVAL BETWEEN 


PART |, DEATH WAS CAUSED BY: 7) . “ ONSET AND DEATH 
‘ IMMEDIATE CAUSE (a] a 3 tung a 
TS bh eet DUE TO 


Canditions, if ony, which ©) 
gave rise fo immediate 
co¥se (0), stoting the under. ( CUETO 


vine eavse test? (1 Qvale ol enterso- abrir ~ 


Parr It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. TS Ay 
Yes] NOR 
200. ACCIDENT WAS UNDERLYING [1 |.20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port 1 or Part II of item 1B.) 
OR CONTRIBUTING T CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
ee 
20c, TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn) (County) (State) 
Hour a.m. While Nat while factory, street, affice bidg., etc. M4 ! 
p.m. 19 lot work [J ot work J 


21. | certify that | attended the deceased from._. a” ar SZ, to, ra Ca Meds, 19.S2.,that | last saw the deceased 
alive ai Oe er oie Wz..., and thof death accurted at. aM from the causes and an the date stated abave. 


; DRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL MP 
SIGNATUR Mi 


PHYSICIAN’S 
NAME (Type)_5 


iy “s Ke a 
2b. DATE THEREOF ‘Ze. NAME OF 7 ae oR ORY Z2d_LOCATION (City, tawn, or caunty) 
ye 0 1] 
2-5-5 F Milica “2 Y Liat hten - rae 
| R ‘24a. REC’ PyBY REGISTRAR | 24b. FE ie Fs SIGNATURE 
Vs AIS (4) “| ate Rese ™ 58 ia Rath, 
1SM 9/55 Ne 


in 72 haurs after death. 


Then please remave carbon papers. 


ransit permit. 


te has been signed by the attending physician and completely filled in 


nding physician. 


MEDICAL CERTIFICATION 


‘OR: After this cert 
detached for use as the buria 


the registrar priar to burial, cremation, ar remaval, and in ony event 


y the haspital or a 


may be reta, 
page 3 shav 
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i) 
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ae 
ra 
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be 
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TO FUNERAL 


- MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
3164 CERTIFICATE OF DEATH 


03146 


e. Reg. Dist. No. 
% 3 1. PLACE OF ‘DEATH a USUAL RESIDENCE (Where deceoted lived. 1f insituion: Residence before admlnion) 
2 b. COUNTY 
53 Garroll masnano || Maryland 
3 8 b. CITY OR TOWN (IF outside corporote li ite | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote fimits, wrile RURAL ond give nearest town) 
s RURAL fy give neorest town) 
32 Henryton 2 days Baltimore __ SVO/-¢ 
2 Ze d. NAME OF HOSPITAL {If not in hospitol, give street oddress) d. STREET ADDRESS " e. 1S RESIDENCE 

* OR INSTITUTION ba - ON A FARM? 

& Henryton State Hospital 161 Ruxton Avenue vs) NOK) 

= 3. NAME OF Firs Middle lost 4. DATE Month Day ‘Year 
23 (Type or print) Betty Venable bare March 22 1958 
Py 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | @. DATE OF BIRTH 9. AGE (In yeors R]IF UNDER 24 HRS. 
s* 8 foat birthdoy) [Months] Doys | Hours | Min, 
a. Female [Negro |wwownkj ovoreoQ | February, 1887) 7». 
ea 10a. USUAL OCCUPATION {Give kind of work dane} 106. KIND OF BUSINESS OR INOUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ny during most of working life, even if retired) 
2 a I Roanoke, Virginia USA 

8 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

S 

i Unknown Unknown 

é vi was der Dada cad U.S. cece teeth 16. SOCIAL SECURITY NO. |17. INFORMANT Address 

fas. ag, ot unknown) {It yes, give war or dotes of service] 
2 No None Grace Taylor 16:1 Ruxton Avenue - 16 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c}-] INTERVAL BETWEEN 


a ONSET AND DEATH 
Nt ORAL Wes eau aunt Cardiovascular Insufficienc 


DUE TO 


Conditions, if ony, md »_far_ advanced Bilateral Pulmonary TB 


Then pl 


the registrar prior ta burial, cremation, or remaval, and in any event within 72 hours aftér death. 


gove rise to immediote 
couse (0), stoting the under. (| DUE TO 
lying couse lost. (2 


Pant I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ie Hes AUTOPSY 


RFORMED? 


yes(] No() 


€ 
5 
Pa 
& 
2 
BR 
eS 
r 
£ 
2 
iz 
i 
£ 
= 
i 
© 
3 
3B 
3 
SS 
© 
rt 


20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year } 20d. INJURY OCCURRED 200. PLACE OF INJURY (Home, form, | 20f. (City or town) {County) (Stote) 


z 
Q 
= 
< 
a 
= 
& 
& 
u 
= 
3 
a 
s 
= 


Hour 0. m, While Notiohrte foctory, street, office bldg., etc.) | 
p.m, 1 Jot work [JJ of work {TJ i 
21. | certify that | mry the deceased from January. 23 19.98, March. .225, 19.58 that | lost saw the deceased 


112. _ and that death occurred of 15pm, fram the causes and an the date stated above. 


alive Pha o 
ADDRESS (Street, city or town, stote} DATE SIGNED 
SGwaTure__ cor faey M4, , mo. ....Henryton, Maryland 3=22=58 


by the hospital ar a! 
CTOR: After this ce 


: 


poge 3 shavid be detached far use as the burial-transit permit. 


Namie) eo M, Maculans, M.D., Supt Henryton State Hospital, Henryton, Md 


‘Mo. BURIAL, CE TGN: Mb. i cero 72d. LOCATION (Cir, tow some Cw. 
Be ieveyat peci on 
WSS A, x “bia 2 a 


ae) npr SIGNATURE ADDRESS". » 24a. REC'D BY REGISTRAR REGIS ae iGeAURE 
, If 5 c ogi 
yes? o /, i it fate CE rf bat da Yietet pate MAR 2 6 '58 . ah Rb Akon, 


may be re’ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs after death’ Page 4 


TO FUNERA' 


& WWW 


| Oars! 


The law requires that the death certificate be executed within 24 haurs after death. Page 4 


by the haspital ar attending phys 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


$= 

25 

85: 
e 


eral 
be f 


i 


e f 
‘shau! 
@ 


Pages 1 aff 


leath 


hysician and campletely filled in 


ing pI 


Then please remave carban papers. 


permit. 


detached far use as the burial-transi 
the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs after d 


CTOR: After this certificate has been signed by the attendi 


id 
page 3 im 


may be ret 
TO FUNERA 


VS A1S (4) 


5M 9/5! 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
165 CERTIFICATE OF DEATH 03147 


Reg. Dist. No. 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before edmission) 
? MARYLAND Y b, COUNTY 
CARROLL Co- ARMAND ALLD 2 
b. CITY OR TOWN {IF outside corporate limits, write | ¢, LENGTH OF STAY IN 1b » c. CITY OR TOWN (ff outside corporate limits, write RURAL and give nearest town) 
RURAL and give nearest town) ; 
4 LAfh fi tl =O NUS Fe 
J. TEC UTIGRAES {If not in hospitol, Qive street oddress) d. STREET ADDRESS e. OEE Nee 
int Y 
co J 
3. hy Th Z 2/2 STWER AE ves (] No 
3. NAME OF First Middle Lost 4. DATE Month Day Year 
(ype or print) AS AZ, CATENE LYAR > | sm PRC 3 pS 
6 


9. AGE (In years 


IF UNDER 1 YEAR} 1F UNDER 24 HRS. 
lost birthdoy) i 


$. SEX COLOR OR RACE |7. MARRIED [] NEVER MARRIED ["} | 8. DATE OF BIRTH 
FEMPB CE Wh ITE miscues a pivorceo C] BPR 2 v4 AG Months | Days Min. 


10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
during most af working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 
HOUSE - f EDS ,ZWGLAND US Ge 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


SO4N GAW TA OR BAUME EL/zg MOUNTAIN 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Yes, no. oF unknown), {if yea, give wor or dates of service) 
ie — ra = VOR. SIDNEP St WARD WETTUV TER LP « 


18. CAUSE OF DEATH [Enter only one couse INTERVAC BETWEEN. 


PART f. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (0) 


44 sn DUE TO 
Conditions, if any, which 
gove rise to immediate 
cate (a), stoting the under. ( OVE TO 
lying couse lost. to 
a Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH Off NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[0)[19. WAS AUTOFSY 
= 
$ yes{] no] 
= [200. ACCIDENT WAS UNDERLYING C]__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port { or Port Il of item 18.) 
& ] OR CONTRIBUTING C1 CAUSE OF DEATH 
© | ((F EITHER, NOTIFY MEDICAL EXAMINER) 
& |20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) {Stote) 
a Hour 9. m. While Not while. factory, street, office bldg., etc.) ! 
2 pom. 19 Jot work [J ot work (J ms Z t : 
ey ane, 7 
2.1 ook. attended the deceased from. CCT a- AMAL, 19.97 is tH ALA Bl xe 19.84 “that | last saw the deceased 
“a . 
alive on. (C424 f 24, 122, 8, and that death occurred atl: /; . from the causes ond on the date stated above. 
BY Cc > Vs ta town, stig} DATE SIGNED 
ACTUAL P10 2 ; 
SIGNATUR' fee a LE AEF EE Hint a —- SeylypsE- 
PHYSICIAN'S V/ 
NAME (Type) ee ne ee a ee ee ee he 
720. BURTAL, Se ERE a Tic. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (Stote) 
REMOVAL (Specify p 
CREMATDA OPRIL 3 ESR LOUDON PARK Cer. Co. | FALTYMORF fla. 
23. prey DIRECTOR'S SIGNATURE ‘ADDRESS . a 24a. REC'D BY hat] ‘2b. REGISTRAR'S SIGNATURE 


- 


DATE 


ol) 


Pos 


= 
Tames 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
{PPRICAL EXAMINER'S CERTIFICATE OF DEATH... 3148 


HEALTH DEPT. [piace o ean 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 


* o. COUNTY Bap) ROLL waite oat MARYLA WD b. COUNTY CARROLL 


3 ® 

oss 

ac 2 b. CITY OR TOWN «tt if corporate fits, wre RURAL ‘ YER OF STAY IN Ib «. CITY OR TOWN {If outside corporate limits, write RURAL ond give nearest town) 

z : ce "i TAVE nearest town). ye . 

gen (mY WEY TOWN YERRS * THWEYTOWA ae 
Pes mS d. NAME OF HO ITAL OR INSTITUTION (If not in hospitol, give street address) /d. STREET ADDRESS Ar 1S RESIDENCE 
' Yi om 

eS. __ I AREDERI Cg ST Piel 
3 2 3. Nae: or Firs Middle Lost 4. DATE Month Ooy Yeor 

o 

z {Type oF rint FLORA 477A WELEGH | Pam La SF 
6 3. SEX COLOR OR RACE |7. MARRIED [[] NEVER MARRIEO ([]| 8. DATE OF SIRTH 9 AGE (te yeos [IF UNDER 1YEAR] [F UNDER 24 HRS. 


cy Months | Doys | Houn | Min. 
ys. 


E WwW wipoweD ~~ ivorceo [] AER 2S- VE Wikked 


10a, USUAL OCCUPATION (Gi of work de Ob. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE ee or foreign country) 


F BCCURATN ee h2. CITIZEN OF WHAT COUNTRY? 
luring most of working Tetire LW U/ 
14, MOTHER'S MAIDEN NAME 


Ae LEONA GARDNER _ 


2, and 3 to the funeg 


Page 5 moy be re! 


s Land 2 with the SI 


13, FATHER'S NAME 


Jeo#N W STONEMAN 


rent within 72 hours ofter deoth. 
deme 
N 


15. WAS DECEASED EVER INU: _S. ARMED FORCES? |16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
We «|. MY AS-STBAMAYLOW WELCH  LUlwieh PEILGE fb 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond {c).} INTERVAL WETWVEENY 
PART |. DEATH WAS CAUSED BY: ue 2 
IMMEDIATE CAUSE {o) ce 


oad DUE TO 


Fdvtoan, Woo = wo kn» sedis C- v Fee. es Fr isek ae 


immediote couse 
the underlying{ OVE TO 
{c) : —— 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEA aie) ‘DEATH | BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVENIN IN PART T[0)}19. WAS AUTOPSY 
PERFORMED? 
Yes} NO a4 


cause lost, 


3 200. EXTERNAL CAUSE WAS '20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Part i or Port ft of item 18) 

PRIMARY [J or CONTRIBUTING CD 
§ | cause oF eatn. 
=f = es = ee 
J |206. TIME OF INIURY Month, Day, Yeor 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 120F, (City or town) (County) (Stote) 
i) Hour 9. m. While Not while factory. street, office bldg.. etc.) | 
= p.m. wv of work [] of work : 


2). L certify that | took charge af the remains described abave, held an Autapsy [_], Inspection [>K, Inquiry [5K and in my 
opinion degff] resulted from: Natural couses ZI Accident [], Suicide [], Homicide [], Undetermined manner [] 


actuate 119 ay Brant sap, CHIEF MEDICAL EXAMINER 
/ ol ASSISTANT MEDICAL EXAMINER [J 3 of, s 
Ss 
“| 4 ES Ss ex MN A RSF DEPUTY MEDICAL i : 
UPTATION (Cily, town, oF county) 


e, writing the word ‘pending’ in pencil in Item 18. Give Pages 1, 
ded ta the Chief Medico! Examiner's Office along with form PM3. 


DATE SIGNI 


RECTOR: Poge 3 shoutd be used os o buriol-transit permit. File poge: 


#, 


ar its designoted agent. prior to burial, cremotion, or remavol, ond ia 


TO DEPUTY MEDICAL EXAMINER: This certificote should be executed within 24 hours ofter death. 


P| 
SR 
o2 
33 20s seer cremation 2b. DATE THEREOF [* NAME OF CEMETERY OR CREMATORY ‘Md. ily, . ~ {Stote). 
4 BEMO pecity’ ‘4 
ar BURP ae BALGHS ERELER ICA ez Za 
\y [23 FUNERAL O)RECTOR'S SIGNATUBy Dae. RECD ew cing ‘2db /REGISTRAR'S SIGNATU 
VS. AISME Oyo, y) d Q { i Ey Cit f y 
$M 2/57 sy} A TIM AALS ten Lb £ bid C Ld GiB 
O 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
167 CERTIFICATE OF DEATH 03149 


Reg. Dist. No. 


= 


st 

3 ny 4. geet ch eck lL a ipite sail Nd (Where deceased lived. If institution: Residence befare admissian) 

ie s Carroll marytano || ° Maryland °°" Carroll 

3 3 b. CITY OR TOWN (Jf outside corporote limits, write | ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporole limits, write RURAL ond give nearest town) 

3 RURAL and give neares! lown} 7 a 

$2 Mt, Air Life % Mt. Airy 

oe d. NEE Coane {If nat in haspital, give street address) ,d. STREET ADDRESS e Se 
= is 

a Twin Arch Rd. ves [] No fg 
3. NAME OF iT i 4. OATE 

8 AE Cr First : Middle i lost a . Manth Day Year 
3 (type ar print HARRY We WETZEL pith = MARCH od. 19 58 
oO 
2 


5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] |8. OATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS, 
we ‘3 Bribe) Boys 
male white —|wowes% — oworceo | 11-26-1875 yrs. 
10a. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 12, CITIZEN OF WHAT COUNTRY? 
dering pon of working if, even if eres) 2 
faborer farm Maryland 


I ey 
Ne 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Thomas Wetzel Mary Elizabeth Dayhoff 
15. WAS DECEASED EVER IN U. S. ARMEO FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


mo [Smee ees 27 9-61-9634 mS. Merwin Moxley, Mt. Airy,Md. 


18. CAUSE OF DEATH [Enter only one couse pey 


PART I. DEATH WAS CAUSED 8Y: 
IMMEDIATE CAUSE (a] 


1S5/X UE TO 


INTERVAL BETWEEN 


‘Aine far (a), (b). and {<)-] ONSET ANO DEATH 


ALN BCA: 


Then please remave carbon papers. 


|, and in any event within 72 haurs affer death. 


Conditions, if any, which (b) 
gave rite to immediote 
cause (a), stating the ynder- ( SUE TO 
lying cause lost. « 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)[19. stl AUTOPSY 


FORMED? 
200. ACCIDENT WAS UNDERLYING 1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il af item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


The law requires that the death certificate be executed within 24 haurs after death: Page 4 


ves[] No] 


MEDICAL CERTIFICATION 


CTOR: After this certificate has been signed by the attending physician and campletely fitled in 


ba 
g23 
38s 
£sbe 
Poss 
zegze 
ut we 
& 20c. TIME OF INJURY Month, Day, Y . RY OCCURRED ‘We. PLACE OF INJURY (H: . form, 3 20F. (Cit 
pret’ ee ee eee ee eee em ar ee 
efz3? pr » eo Sei 
= ss r —<* 
2 $ oe 21. | certify that | gttended the deceased from S421 a Py WZ, oA Ld Lf \%SOthot | last saw the deceased 
2.2 a y H cy 
of $5 alive on. ro | & 1942 > and that death accurred atl {46 £-_.M, fram the causes and an the date stated above. 
Bos ce / NS Bf (Set city or spa state) DATE SIGNED 
45570 ~ AL VLA a a 
sp: Er AG Lt rhe ane. LL AMM At, GA. PbS 
va 
2 oS PHYSICIAN'S z ? 
Fs 83° ? 20. BURIAL, CREMATION, 2b. DATE THEREOF ‘Zc. NAME OF CEMETERY CRSRREMEEIORY 22d. LOCATION (City, tawn, or county) (State) 
pasate "BORTRE” | 3-17-1958 Bethan: Carroll Co., Maryland 
e FF 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a, REC'D BY REGISTRAR | 24h. REGISTRAR'S SIGNATURE 


v C. M. Waltz, Winfield ,Maryland pare MAR1858 | (Cert ook 


3A nvay 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 z 
c _ CERTIFICATE OF DEATH 03150 


Reg. Dist. No. 


[7. PLACE OF DEATH PLACE OF DEAT 2. USUAL RESIDENCE [Where deécased lived. If institution] Rofdence before adimigtion 
Cfeazrano || > STATE b.county (7 {/ 

A he A 

i rs write Te, LENGTH OF STAYIN Tb |] «. CITY OR TOWH Leysle corporate limits fle RURAL opdGive nearest town) 

> : ve-neorest town) 
os - 
F/OF HOSPIPAL AE fret in ey give pr rep i . STREET ADDRESS 7 F e. 1S RESIDENCE 
ishTUTION ON A FARM? 
Wis ves [] NO 
Yeon 


=) ae Middle Da 
$6 Oe 
“Fino Minnie 7G Ww, KK Be 6 


$ Cougs Or gAce |7. married [) NEVER MARRIED [] |@. DATE OFA . UNDER 1 YEAR| IF UNDER 24 HRS. 
ah bos ra 
WIDOWED fz bivorceo [] ene, a i 


C41. (Give iad of work done! 10b. KIND OF BUSINESS OR INDUSTRY |77. PLY YAALCOUNTRY? 
ay) 5 of LID life; Sen if retired) 


¢ funeral director, 


, xe 


Pages 1 ani 


auld be filed with 


death. 
ae 


ZZ 


wv" Sita NAM 


pl fe 


s@ remave carbon papers. 


| "]18. CAUSE OF DEATH [Enter only one couse per line for os (b), ond (€)-] aro ae 


A ONSET AND DEATH 
PART 1, DEATH WAS CAUSED 8Y: 3e4 j lailat lil : 
IMMEDIATE CAUSE (0} peep tt pa pee td whe a 
x DUE To ; 


Conditions if any. which w O Aime es pee ee 
DUE TO } 


toting the. ee. 
(¢) 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) | 19. RO te els 


- heat the Fe Veo Ss ves] NO 


200. ACCIDENT WAS. ne ja} 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of i injury in Port | or Port Ul of item 1B.) 
OR CONTRIBUTING 1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
}20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ‘We. eee OF INJURY (Home, aah 120%. (City or town) (County) {Stote) 
Hour a. n. While Not tir foctory, street, office bldg., etc.) 
Pm. jot work [7] of work H 


WE, toi 2 19..5c.that { fast saw the deceased 
ee ee. and that death accurred ote 4M, fram the causes and an the date stated abave. 


ADDRESS (Street, city ‘oF town, stote) DAJE SIGNED 
34M ee ah a 


ET ee Pee Dp 
DULLEr ir Za Ca i 

ime Vos ier 2h. REC'D BY/REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

Wir [Le AF [Pate ee aoe -f 


. Then pl 


the reglstror priar to burial, crematian, ar remaval, and in any event within 72 hours after 


MEDICAL CERTIFICATION, 
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‘ = a ad STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0) 3 15] 
| 3169 CERTIFICATE OF DEATH 


a 
») 
‘~/ 


CB oH: pt ba NT ile SENTING IO. SETSS BUT pHi ps sNgeraoi ae A ERE ene GIVEN IN PART 1(0}] 19. RERECRTaGoal 
Diabetes Me 4 ves F} NO BS 


a 


MEDICAL CERTIFICATION 


Pa owa) 


20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | ar Part Il af item 18.) 
OR CONTRIBUTING E CAUSE OF DEATH 
(iF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 70¢. PLACE OF INJURY (Home, farm, 20F. {City or town) {County) (State) 
eure While Not fil foctary, street, office bldg., etc.) 
pm. 19 lot work [7] ot work H 


19 20 that | lost sow the deceosed 


by the hospito! or attending physicion. 


be detoched for use os the buriol-transit permit. 
the registrar prior ta burial, cremotion, or removol, ond in any event within 72 oy amas 


3 J Reg. Dist. No. 
& 3 3 iy PLACE OF DEATH 2- USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
= $2 a Carroll MARYLAND * Merylend » COUNTY Balto. City wy 
€ 6 3 b. Sana oR Ly (if pa Ere limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside carporate limits, write RURAL end give nearest tawn) 

6 and giv, rest town) 2, 
3 Sz Sykesvil 2mos,12days Baltimore SVO/ 
2 2 2 3 d. eer {If not in hospitol, give street oddress) d. STREET ADDRESS e. sh peels 
= 24 ; a 
2) Pe |S Springfield State Hospital 1631 E. 32nd St. #18 YEO) NOB 
B a4 5 3 NAME a Fiest Middle lost 4 DATE Month Doy Yeor 
& 83 (Type or print) GEORGE * Chaoxec WINTERLING DEATH March i, 19 58 
2 =e 5. SEX 6. COLOR OR RACE | 7. MARRIED BY NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (in en faite VYEAR|IF UNDER 24 HRS. 
eh ual r in, 
SS, Male White wiooweo [] pivorceD [] June 16, 1885 wis PeUlimamerl Mee al eas 
= E & __ ]¥0c. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
g 82 duzjng_most of working Iie, ev ea ) U 
Be cae l alesman ~ re - Maryland 

2 
3 2 8 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
¢ 38 4 George Winterling Elizabeth Vogler 
a = 8 1 WAS Yeas Ee U.S. aged pes 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
53 a jes. ne. oF unknown) yes, give wor or dates of service) 
g§ of No - 212-03-8760 Springfield Hospitel Records 
3 3 $ 18. CAUSE OF DEATH [Enter anly one couse per line for (0), (b), ond (c).] INTERVAL BETWEEN, 
: a a deat Mas cseoer., Arteriosclerotic cardiovascular disease ear 
Sele +f : f [8.6 a9 
5 Zz / 
2S BIT cys wien f Cancer of sigmoid with cholostomy Years 
3 wy gave rise to immediote 
28 coute (a}, stoting the ynder. ( DUE TO 
Tew lying couse lost. 
Soe 
338 
pede 
£2 
Zz 3° 
<32 
GSE 
wes 
=x i 
a 
9° . 
gr 
Zee ite on. ANY £95. __., 12. ae ond that death aie Se ot 33. 354 M, from We causes and an the dote stoted abave, 
E re} ADDRESS (Street, city or town, stote) DATE SIGNED 
sane / | [ein huh Ltuors.. Springfield State Hospital 3/1/58 
Pea A a cc cS RS le 

3 r ati 5 

:@ suaavs Edmund Lusthaus, M.D. Sykesville, Maryland = 
rs 3 cd i ‘22a. BURIAL, CREMATION, | 226. DATE al ‘2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
253-5 Biveyt (Specify) : 
Boas Greenmount Cemete: Baltimore, Maryland 
- 2 won 2 DIR} x NAT YD RE -/ Kg a ADDRES Ss 2ho. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


VELL 
Vanes! an fF BA AP A Leh aio _| DATE z e 
t anita 2 = 
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R STATE 


ae 


Poge a n 
ies. 


rector. 
fr your 


ord of 
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If ony deloy is necessory.please op 


2, ond 3 to the funeg! 


File poges 1 ond 2 with the Sta’ 


form PM3. Poge 5 may be retoii 
af removal, and in ony event 


Give Poges 1, 


i? permit. 


‘o'e, writing the word “pending” in pencil in Item 1 
ded to the Chief Medical Exominer’s Office alang wi 


RECTOR: Poge 3 shauld be esed as a buriol-trans’ 


®. 


or its designoted agent, prior to burial. cremation, 


execute th 
4 should 
TO FUNE! 


AISME 
5M 2/57 
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Bie DEPT. 


i) 
MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 rf) 315 9 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH oF 


J 3} 72 Reg. Dist. No, 
}, PLACE OF DEATH ms . 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admissian) 
co. COUNTY ©. STATE 


Carroll MARYLAND : Maryland b. COUNTY _ tw] 


b. CITY OR TOWN [It outnde corporate limit, write RURAL 8 LENGTH OF STAY IN Tb €. CITY OR TOWN [If outiide corporote limits, write RURAL ond give nearest fawn) 


Gupe eed _hyrs.Imon, 7dbys Baltimore BV ol-¥ 


Sykesville 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitel, give street oddress d. STREET ADDRESS ; i 1S RESIDENCE 


___ Springfield state Hospital _ __420 8, Regester St, St NOt 


yes [] NO ibs 
3. NAME OF First Mi low 4. DATE Month i a8 
DECEASED OF 
{Type oF print Kazimer WISNESKY DEATH March 18, » 1958 
5. SEX 6. COLOR OR RACE |7- MARRIED [-] NEVER MARRIED PB] &. Date OF siete i 9. AGE ‘tin won [IFUNDER 1YEAR] IF UNDER 24 HRS. 


Male White wivoweo (] ‘@Poworceo C] Unknown Ghee aa eg gt le 


100. USUAL OCCUPATION (Give kind of work “ KIND OF BUSINESS OR INDUSTRY P BIRTHPLACE (Stote or fareign country) r i CITIZEN OF WHAT COUNTRY? 


during mos! of working lite, even if retired) 
‘Hatem olin \Ormy Poland Polend 
13, FATHER’S NAME VY o ¢ Fe 14. MOTHER'S MAIDEN NAME 
ae Jehr— AR PUIA RL. “gam Ye 


6. bes DECEASED EVER IN we S. ARMED FORCES? 16. SOCIAL SECURITY NO. % ere 


o | WwW | pone. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), end ().] Tete = = 

"ATU Ora Meoute cast io) Coronary occlusion —__—{ Minutes 
Yee KO +f DUE TO 
Gansiteyspiit any, whith & 
gove rise to immediote couse 


(0), ttoting the underlying( OVE TO 
couse lost. (. 


Tiel]. Was AUTOPSY: 
ee . FORMED 
ves fal NO 


200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neoture of injury in Port | or Port (1 af item 18.) 
PRIMARY Cl of CONTRIBUTING O N 
CAUSE OP DEATH. one 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED [20¢ PLACE OF INJURY (Home, Foam, V2. (City or town) (County) (State) 
While Not while foctory, street, office bldg., etc.) | 
2 1 work [7] of work 


21. certify that | took chorge of the remains described obove, held on Autopsy [_], Inspection [3], Inquiry [ond in my 
resulted from: Noturol couses cident [], Suicide oO Homicide fal: Undetermined monner ((] 


IGNE 
CHIEF MEDICAL EXAMINER {7] Le at 


ASSISTANT MEDICAL EXAMINER {7] 


DEPUTY MEDICAL EXAMINED] 3/18/ 58 


‘Flo. BURIAL, CREMATION, | 72 Yi z ‘72d. LOCATION (City, town, ar county) (State) 
Fe vate = VE Relte> Co; Pag 
7, - ‘ pla ee, 
23. EU) eRe) 2do. RECITES Y REGISTADR fehrgestarpasy URE 


Sap sna, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH ee nol? 3 TESS 3 


If institution: Residence before admission) 


ent 


1, PLACE OF DEATH 


MARYLAND ‘2 


“a. COUNTY ies 


b. CITY OR TOWN {If outside re limits, write 
RURAL yy vi iH ° 


2, USUAL pints (Where deceased lived. 


b. COUNTY 7 4 


LAND 


Lk 


p44 


I. c. CITY Rs TOWN (If outside corporote limits, write RURAL site give es town) 


he funerol directar, 


hauld be 


(#) 


d. NAME a Seah if aa in ye “ a ‘oddress) 
OR INSTITUTION 


of 


Pages 1 o1 


3. NAME OF 
DECEASED | 
{Type or print) 


18, CAUSE OF DEATH 


thot the death certificote be executed within 24 haurs offer death: Poge 4 
Then please remave carban popers. 


icote has been signed by the attending physician ond completely filled in 


5. SEX 6. COLOR OR RACE | 7. MARRIED} NEVER MARRIED [-] | 8. DATE OF 81RTH ( 
F WIDOWED FJ divorced [] AEE /2- /S Z bss 
Oa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. 8IRTHPLACE (Stote or “ine country) 


V 
during mostjof working life, even if retired) 
H Vi ia 


TTOMME ait INLD Li he 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Ihe fo WE ELLEW EWGLAR 
(i il lanai SOCIAL SECURITY NO. ]17. INFORMANT ; ‘Address 
‘a A1Y-3 4-4 SHA HERBY YIN GLIW NON BID CE Lab 


OW BRID 
id. me ADDRESS e EMRE ES: 
PON Sol SZ. yes [] NO 
ie First Middle lost 4, alg Menth Day Yeor 
LOA FHUZABET f ZA NaS) 45 _ 1s 
9. AGE {In years jIF UNDER} YEAR! IF UNDER 24 ual 


lost_birthdoy) 


yrs. 


12. CITIZEN OF WHAT COUNTRY? 


INTERVAL BETWEEN 


Enter only one cause per line far (0), (b), ond (c). 
t a H] ONSET AND DEATH 


Hf 


é 
3 
4 
s 
o 
4 
3 
2 
x 
g 
< 
£ 
3 PART 1. DEATH WAS CAUS 
Ee ; TWMEDIATE CAUSE fo_4 EO et OD = eX 
S DUE TO Cae 
= ae Conditions, if any, which ) LA 6 ( CHEADLE 
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